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In June 1940 Drs. Huggins and Clark presented an 
exhibit at the meeting of the American Medical Associa- 
tion in New York which demonstrated the fact that the 


administration of diethylstilbestrol to dogs with benign. 


hyperplasia of the prostate resulted in atrophy of the 
epithelial cells and a decrease in the total bulk of the 
prostate gland. In the following August a patient with 
an extensive inoperable malignant prostate gland pre- 
sented himself for treatment. His general condition was 
such that no surgical or instrumental procedure was 
justifiable. With the idea in mind that, if diethyl- 
stilbestrol produced some change in the biochemical soil 
in the dog which resulted in atrophy of the prostatic 
epithelial cells, estradiol dipropionate or similar bio- 
logic substances might modify the soil of a human 
being with prostatic carcinoma in such a way that 
carcinoma cells might atrophy, this patient was given 
1 mg. of estradiol dipropionate by injection into the 
deltoid. The immediate change observed in this person 
was most spectacular. Instead of having to void with 
severe pain in a dribble at hourly intervals, he had to 
void only at periods of from every four to six hours, 
and instead of a dribble the urine came in a definite 
stream. This occurred in twenty-four hours. Follow- 
ing this experience a number of patients with benign and 
malignant prostatic obstructions were treated, and the 
results were reported before the Mid-Atlantic Section 
of the American Urological Association in March 1941 
at Washington, D. C. Since that time the contribution 
of Huggins and others on certain chemical aspects of 
the control of prostatic carcinoma by castration have 
stimulated a hopeful interest in the chemical control of 
cancer, 

It seems that at the present time the human race is 
going through an evolutionary period of an increasing 
incidence of cancer partly because of a myriad of already 
known carcinogenic substances with which we come 
in contact in our daily environment. The abstracted 
case reports which follow are presented to demonstrate 
the extreme variation in the clinical course in this form 
of treatment and to provide material for discussion : 


REPORT OF CASES ; 
CasE 1—A man aged 69 in poor condition had a large 


inoperable mass in the rectum, extreme dysuria and a frequency 


of hourly voiding, One mg. of estradiol dipropionate by hypo- 


From the Georgetown Medical Urological Service at Gallinger Hospital. 
Read in the he Treatment of Cancer of the Prostate 
ion on Urology at the Ninety-Fourth Annual 
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dermic injection changed voiding to nocturia only four times 
and he voided with comfort in a stream instead of a dribble. 
From Aug. 14, 1940 to the present time this patient has been 
under control most of the time and is now definitely under 
control. The dose of estradiol dipropionate varied from a series - 
of nine injections at the rate of three a week with varying 
periods of administration to the present dose of 0.5 mg. of 
ethinyl estradiol orally per day and 5 mg. of diethylstilbestrol 
every two weeks by hypodermic in the office. In addition to 
these chemicals he is getting two vitamin B complex capsules, 
10 mg. of thiamine hydrochloride and three calcium gluconate 
tablets 15 grains (1 Gm.) orally daily. Calcium gluconate 
15 grains is given intravenously in the office every two weeks 
when the patient gets the 5 mg. of diethylstilbestrol by hypo- 
dermic injection. At one time he developed a_ purpuric-like 
skin picture phenomenon with no abnormal blood findings, but 
this has been controlled to date by calcium. <A resection was 
done on June 2, 1942 because of dysuria and obstruction. He 
had successive thrombophlebitic attacks involving three extremi- 
ties and the lungs, in order, which resulted in a critical illness 
of three months’ duration and which was controlled by calcium 
therapy. His phosphatase estimates have followed the clinical 
course. When bone pain in the region of the neck, shoulder, 
back and thighs has occurred the dose of estradiol dipropionate, 
diethylstilbestrol or ethinyl have been increased until control 
has been accomplished. Today he is comfortable and able to do 
a few chores on a farm in spite of the metastases which involve 
his spine and pelvis. 

Cast 2—A man aged 69 with circulatory failure, acute dia- 
betes and obstructive pyuria with nonprotein nitrogen 51 and 
blood sugar 300, who had been treated by suprapubic cystostomy 
on Jan. 25, 1940 followed by resection on March 27, had been 
all right until November 25 (eight months later), when he com- 
plained of dysuria but was emptying the bladder. Between 
Nov. 23 and Dec. 13, 1940 he had nine 1 mg. injections of 
diethylstilbestrol, which completely relieved his symptoms. On 
Jan. 23, 1941 he returned complaining of right lumbar pain but 
voiding comfortably. From that time until now he has had a 
most interesting course, Castration and removal of his right 
breast were done on Aug. 11, 1941. The castration was not 
done because of any difficulty but because of the necessity of 
getting the injections. The breast was removed to get a micro- 
scopic study by Col. J. E. Ash, which was done and reported 
previously. A typical female breast structure was found. He 
progressed beautifully after castration in every respect, includ- 
ing relief of the necessity of giving insulin for his diabetes. No 
more insulin has been necessary to date. Dec. 30, 1942, a little 
over sixteen months later, he complained of a little backache. 
From Dec. 30, 1942 until May 17, 1943 his backache was con- 
trolled by B complex orally and hypodermic injections of 2 cc. 
of a multivitamin B preparation from time to time. On May 
17, 1943 1 mg. of diethylstilbestrol and 1 cc. of the multivita- 
min B preparation were given by hypodermic for backache. 
From that time to date chemicals have been given along with 
vitamins according to indications. Satisfactory control with- 
out narcotics off and on in the hospital have not been possible 
since March 1944. X-rays have been given in very small doses 
over the area involved when the patient was complaining of 
pain along with the chemicals and vitamins between Aug. 11, 
1941 and the present time. Irradiation of the pituitary was done 
by Dr. P. S. Arthur at the rate of 150 roentgens from alter- 
nate sides daily beginning March 6, 1944 until 1,500 roentgens 
had been given. This had no apparent influence on the course 
of the cancer. The treatment over the painful areas did give 
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relief for a few days at a time. At present his chemical dosage 
has been built up to 5 mg. of diethylstilbestrol by hypodermic 
and 0.5 mg. of ethinyl estradiol three times a day, 300 mg. of 
thiamine hydrochloride and 300 mg. of nicotinic acid amide. His 
condition is not under control and he is going downhill, 

Case 3.—G., a white man aged 78, Nov. 8, 1940 complained 
of dysuria, frequency and dribbling. The patient had a large 
fixed gland. He was given 1 mg. of estradiol dipropionate by 
hypodermic three times a week without relief, so that on Decem- 
ber 14 he had a transurethral resection. From that time until 
June 1, 1944 he has had diethylstilbestrol by hypodermic injec- 
tion in 1 mg. doses two or three times a week at varying 
intervals. He has got along satisfactorily to date. 

Case 4.—M. C., a white man aged 69, had a perineal prosta- 
tectomy for cancer ten years previously, followed by incontinence 
- until gradually complete obstruction developed and caused him 
to learn to catheterize himself twice a day. He was given 
diethylstilbestrol by hypodermic, 1 mg. three times a week, 
which resulted not only in ability to void but in a recurrence 
of incontinence. His residual urine was reduced to 4 ounces 
(120 ce.). He decided to return to catheterization rather than 
endure the incontinence. He died of cerebral hemorrhage. 


Case 5.—W. G., a Negro aged 67, on Oct. 17, 1940 had a 
transurethral resection for an obstructing malignant prostate 
accompanied by extensive osseous metastases and pain in the 
back. He was discharged on November 4, to return for x-ray 
therapy for the pain. He was readmitted on March 3, 1941 
with hematuria, dysuria, frequency and a much more extensive 
prostatic mass. His general condition was very poor. He was 
given a transfusion and x-ray therapy. He was discharged on 
March 19 to return for further x-ray therapy. He was read- 
mitted on Oct. 13, 1941 very cachectic, with swelling of the left 
leg. The phosphatase level was 62 Bodansky units, acid 12, 
alkaline 150. On Oct. 22, 1941 he had a castration. On Octo- 
ber 30 he was discharged feeling pretty well except for slight 
pain in the left leg. He was readmitted on June 20, 1942 with 
extreme weakness and backache. The prostate was small. His 
hemoglobin was 25 per cent. He had several transfusions and 
was put on diethylstilbestrol, first 1 mg. and then 5 mg. per 
day, but he went downhill free from pain and died Nov. 4, 1942. 

Case 6.—J. D. J., a white man aged 66, was admitted to the 
hospital on June 13, 1941 with extensive carcinoma of the 
prostate and osseous metastases. He had had two previous 
transurethral resections. He was given 1 mg. of diethylstilb- 
estrol by hypodermic three times a week, which was accom- 
panied by steady improvement. He was castrated on June 20, 
following which there was no appreciable change in his course. 
On August 31 he was put on three 1 mg. injections of diethyl- 
stilbestrol weekly, from which he improved slowly but steadily 
until the date of his death on Feb. 15, 1942. The cause of death 
was lobar pneumonia and the other findings were as follows: 
Both adrenals were normal in size and there was a 1 cm. 
metastatic nodule in the right adrenal. The prostate was prac- 
tically absent, though there were a few malignant cells in the 
tissue in the region of the prostate. 

Case 7.—V., a Negro aged 60, complained of pain in the 
back and legs, Dec. 10, 1941. The patient had extensive skeletal 
metastases and a fixed prostatic mass. He was given | mg. of 
diethylstilbestrol every other day and a high caloric and high 
vitamin diet with no improvement. On Jan. 16, 1942 castration 
was performed. Four days later the patient was out of bed, 
with a good appetite, and no pain or swelling except in the 
region of the scrotum and penis. He was discharged on Feb- 
ruary 13 and readmitted on May 20 with pain in the back and 
general weakness. He was put on a high vitamin and high 
caloric diet, and on June 14 on 1 mg. of diethylstilbestrol daily 
for ninety-three consecutive days. He experienced moderate 
relief from backache, but his general condition went progres- 
sively downhill and he died on Aug. 18, 1942. Autopsy revealed 
the most extensive cancer. The biadder wall was extensively 
involved. The ribs, lumbar vertebrae, pelvis, liver, both kidneys, 
both ureters and all of the retroperitoneal lymph glands were 
involved. The adrenals were about ten times their usual size. 
The medullary portion was relatively larger in comparison to 
the cortex than is usually seen. 

«moderately enlarged. 
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The prostatic mass itself was 
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Case 8.—P. N., a white man aged 66, when seen on Nov. 15, 
1942 presented an extensive rectal growth but no demonstrable 
metastases. A transurethral resection was done on November 
18, and he was discharged on November 25 but was readmitted 
December 2 on account of hematuria. Five mg. of diethylstilb- 
estrol was injected daily and relieved the hematuria. The 
patient was discharged on December 19 but returned complain- 
ing of hot flashes, which probably for some unaccountable reason 
were due to the fact that he was taking 15 mg. of diethyl- 
stilbestrol instead of 5 daily as he had been instrficted. On 
Dec. 19, 1943 he reported that he had no complaint. 

Case 9.—J. S., a Negro aged 80, had very extensive metas- 
tases and a rectal growth with complete obstruction. Resection 
was performed on Sept. 14, 1942. Despite receipt of 5 mg. of 
diethylstilbestrol daily, he went down rapidly and died on 
October 25. 

Case 10.—L. W., a Negro aged 75, was treated by means of 
resection in March 1942 for an extensive obstructing rectal mass 
and was discharged on April 7 in fairly good condition. He 
was readmitted on December 8 with 500 cc. residual urine, no 
metastases to the bones but pronounced decalcification. On 
December 20 a resection was performed and he was put on a 
high caloric and high vitamin diet as well as on 1 mg. of diethyl- 
stilbestrol daily. He died on Feb. 1, 1943 of general weakness. 
There was no other complaint. Autopsy revealed a large pros- 
tatic mass shutting off the left kidney and producing a renal 
abscess. The adrenals were normal grossly and microscopically. 

Case 11.—R. K., a white man aged 60, was admitted with 
extensive bony metastases and a moderately large rectal mass. 
Castration was performed on Aug. 4, 1942 and the patient was 
discharged on August 17 but was readmitted in November 1943 
with severe pain in the back. He was given 5 mg. of diethyl- 
stilbestrol daily until March 17, 1944. The breasts became so 
painful that the diethylstilbestrol had to be discontinued. The 
pain then recurred in the back, and the patient was again put 
on 5 mg. of diethylstilbestrol. Both breasts were removed 
surgically on May 19, 1944. Fifteen mg. of diethylstilbestrol 
had to be given daily in order to control his pain up to the 
present time. Avitaminosis as demonstrated by the tongue pic- 
ture has rendered it necessary to administer large doses of vita- 
min B, and nicotinic acid amide. At present he is enjoying 
sun treatment and is now on an upward course. 

Case 12.—F., a white man aged 57, seen Jan. 10, 1941, had 
an inoperable carcinoma involving the prostate, bladder and right 
ureter. Three 1 mg. injections of diethylstilbestrol per week 
so improved his condition that on April 28, at the urge of the 
patient’s family and physician, radical surgery was decided on. 
A left ureterostomy was done in which the left ureter was 
brought out in the left inguinal region. The anatomic and 
pathologic situation rendered ureterosigmoidostomy impossible. 
On May 14 the posterior portion of the urethra, the prostate, 
the bladder and the right lower ureter were removed en masse. 
Following this last operation the patient had the complication 
of stone production in the left kidney and ureter which called 
for x-ray investigation. The latter disclosed most extensive 
osseous involvement, which was not demonstrable at the time 
of the original examination of the patient. He died on July 4, 
1941. The phosphatase was only 2 units (Bodansky). 

Case 13.—R. J., a Negro aged 72, seen March 6, 1943, 
suffered from complete retention and an extensive inoperable 
rectal mass. On March 20 prostatic resection was done and 1 mg. 
of diethylstilbestrol was given orally twice a day. The patient 
was discharged on April 8 with directions to take 1 mg. of 
diethylstilbestrol twice daily. On Jan. 12, 1944 there was no 
difficulty of any kind concerning the cancer and his only diffi- 
culty was one of circulation. His phosphatase estimates were 
not elevated. 

Case 14.—J. McL., a Negro aged 73, seen July 28, 1943, had 
pain in the back, hips and shoulders. He was emaciated. There 
were extensive osseous metastases. There was 75 cc. residual 


urine. On August 10 castration was performed. On August 17 
there was complete relief from pain. The patient was put on a 
high vitamin and high caloric diet and was discharged on Sep- 
tember 17. On Jan. 15, 1944 he returned extremely emaciated. 
He was given 


The prostatic mass had regressed remarkably. 
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seven transfusions. On February 23 ethinyl estradiol 0.1 mg. 
was ordered to be taken daily for a recurrence of his pain. The 
latter was effectively relieved and he was improving gradually 
until death occurred suddenly on March 20. Autopsy revealed 
that the gland was very small, the bones were extensively 
involved and both adrenals were much smaller than normal, 
with a preponderance of the medullary portion. 

Case 15.—S., a white man aged 66, seen Oct. 23, 1943, had 
complete retention of 56 ounces (1.68 liter). The gland was 
large and fixed. Between the foregoing date and June 1, 1944 
the residual urine was decreased to 6 ounces (180 cc.) with 
diethylstilbestrol and ethinyl estradiol The dose was 1 mg. 
of diethy!stilbestrol orally daily and 5 mg. by hypodermic weekly 
up to April 15, 1944. From then until the present the diethyl- 
stilbestrol orally has been changed to 0.1 mg. of ethinyl estradiol 
daily. The dose of 5 mg. of diethylstilbestrol weekly by hypo- 
dermic has been continued. 

Case 16.—R., a white woman aged 24, married, seen June 
27, 1942, presented extensive inoperable bladder cancer secondary 
to uterine cancer. She has had the original lesion and metas- 
tasis involving the left hip controlled by injections of 10 mg. 
doses of diethylstilbestrol in conjunction with radiation therapy, 
and to date the condition is being controlled. 


COMMENT 

It should be understood that the chemical treatment 
of carcinoma of the prostate should not be considered 
as a cure. When the original growth can be com- 
pletely removed, surgery is unquestionably the pro- 
cedure of choice in these cases. The chemical treat- 
ment should comprise (1) removal of the secreting 
tissue of the testicles, (2) the introduction of a group 
of chemical substances into the patient by one of three 
means—orally, by hypodermic injection or by pellet 
implantation, (3) a combination of the two preceding 
methods, (4) nutritional measures and (5) the adminis- 
tration of vitamins according to the appearance of the 
tongue as described in the foregoing cases. 

The chemical substances employed consist of estradiol 
dipropionate, diethylstilbestrol, ethinyl estradiol and 
pellets of estradiol benzoate. Apparently all of these 
substances produce the same effect. 

The practical objective of chemical treatment of carci- 
noma is the modification of the soil in which the malig- 
nant cells grow in such a way that their growth will be 
inhibited. As long as this condition can be maintained, 
the malignant process is satisfactorily controlled and is 
thus prevented from damaging the human host. 

Dietary measures consist of a high caloric, high vita- 
min, low cholesterol nutritional intake. The indication 
for the high caloric, high vitamin diet is to improve 
the general health of the patient and to increase his 
resistance. The low cholesterol factor is on account of 
the observation that high cholesterol diets accelerate the 
development of cancer and low cholesterol diets decrease 
the rate of cancer growth. 

An interesting observation on the inactivation of 
estrogenic substances has been made by Zondek, Sulman 
and Sklow to the effect that estrone is rapidly destroyed 
by the liver, whereas diethylstilbestrol is very slowly 
destroyed by the liver. This indicates that the liver is 
vitally involved in the problem of dosage and action 
of those substances we are engaged in administering 
clinically. Obviously the oral administration is less 
efficacious than hypodermic administration because of 
the fact that hypodermic injection circulates generally 
before the liver or other tissue has a chance to destroy it. 

The foregoing cases bring up a number of practical 
considerations: There is no possible way of determining 
what the nature of response of an individual case will 
be to the therapy instituted. The dose of the substance 
used should be the smallest possible amount to accom- 
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plish satisfactory control. In many instances where 
castration has ceased to be effective additional control 
may be accomplished by subsequent administration of 
the aforementioned chemical substances. There are 
instances in which extreme metastatic involvement is 
not accompanied by an elevated phosphatase level: In 
rare instances the administration of these substances 
not only does not inhibit the malignant process but 
apparently stimulates it. Vitamins assist in improving 
the general condition of patients whose progress is 
unsatisfactory and to some degree assist in.the relief 
of pain. Irradiation in small doses in conjunction with 
administration of these chemical substances will control 
pain to some extent. Irradiation of the pituitary in 
1 instance failed to modify favorably the course of the 
malignant process. Irradiation of the adrenals has not 
been attempted to date. The procedure which will in 
most instances insure the most rapid favorable effect 
on the cancer is castration. The plan for the most 
prolonged satisfactory control of the malignant process 
consists of castration and the subsequent symptomatic 
administration of the aforementioned chemical sub- 
stances in as small dosage as possible. The human 
being resents disturbance of biochemical balance, and 
the smaller the amount of biochemical substances intro- 
duced the less will be the biochemical reaction to the 
administration of these substances. The reaction to 
these chemical substances is not necessarily propor- 
tionate to the amount employed. The course of the 
group of patients who have been subjected to castration 
for cancer of the prostate parallels the course of those 
cases of carcinoma of the breast in which bilateral 
oophorectomy was performed as practiced by the British 
in the latter part of the nineteenth century. This pro- | 
cedure was subsequently discarded because of its even- 
tual ineffectiveness and an operative mortality of 6 
cent. A phase of chemical pe tai of diethylstilbestrol 
in conjunction with radiation on cancer of the uterus 
and bladder in a female is difficult to understand, but its 
administration was instituted in 1 instance because of 
the favorable experiences of G. G. Binnie with this form 
of treatment in the case of a young female with uncon- 
trollable metastatic osseous sarcoma. It should be 
emphasized that this patient was not subjected to this 
form of treatment until it was felt that the situation was 
hopeless, as it was, and that anything might be justi- 
fiable which offered any chance of benefit. This type 
of treatment should never be used for patients who are 
under any degree of satisfactory control. We have 
1 patient who presents as close a duplicate to this prob- 
lem as any one can see to whom we have not dared to 
give diethylstilbestrol because of the fact that she is 
being fairly satisfactorily controlled with irradiation and 

iodic removal of calicified necrotic portions of the 
bladder and uterus cystoscopically. The cases in which 
autopsies were obtained failed to demonstrate any uni- 
formity in the condition of the adrenal glands. No 
opportunity has been afforded up to this time to do 
autopsies on the pituitary. 


CONCLUSION 

The chemical treatment of carcinoma of the prostate 
renders available a relatively simple method for the 
relief of pain and the varying periods of satisfactory 
inhibition of extensive malignant processes. While it 
is realized that the whole chemical problem is but 
scratched, enough has been observed to stimulate further 
constructive experimental and clinical efforts in this 
field. 
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THE PROSTATE GLAND 
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ST. LOUIS 


It has been demonstrated that benign lesions and 
cancer can be induced in animals by various estrogenic 
preparations. Lacassagne, Gardner and his co-workers,” 
Burrows * and others have shown that treatment of 
male mice with estrogens gives rise to a higher per- 
centage of breast cancers than would occur normally 
and at an earlier age. 

Lacassagne in 1932 gave weekly injections of estro- 
gens to 5 male mice belonging to a strain in which 72 
per cent of females were subject to spontaneous breast 


* 


i ical adult male mouse with only two small ducts seen 
in 


cancer, the males not being subject to this development. 
He then found breast cancer in each of the 5 male mice. 
Lacassagne presented interval sections of several of these 
male mice during estrone treatment. The breast of an 
adult male mouse is shown in figure 1, from Lacas- 
sagne’s study. The section shows the subcutaneous 
tissue with only two small ducts with flattened and 
empty lumen. The breast of the same mouse is shown 
in figure 2 after having had eighty-five days of estrone 
treatment. There is an extensive proliferation of the 
ducts and epithelium present. There is also an active 
growth of the connective tissue stroma. The breast 
of this same male mouse is shown in figure 3 after 
having had one hundred and seventy-nine days of 
estrone injections. This section shows adenocarcinoma, 


From the Department of Surgery, Une Division, Washington 

University School of Medicine, and Barnes Hospita 

d in the symposium on “The Deodtoaus of Poe of the Prostate 
Gland” before the Section on Urology at the Ninety-Fourth Annual Session 
of the American Medical Association, Chicago, June 14, 1944, 

A ssa nes A.: Apparition de cancers de la mamelle chez la souris 
male se a des injections de folliculine, Compt, rend. Acad. d. sc. 
195: 1932. 

2. Gardner, W. U.; Smith, G. M.; Allen, E., and —— C.: 
Cancer of Mammary Glands ipéeced in Male Mice Receiving Estrogenic 
Hormones, Arch. Path. 21: 265-272 (March) 1936. 

3. Burrows, H.: Carcinoma Mammae Occurring in a Male Mouse 
ar Continued Treatment with Estrin, Am. J. Cancer 24: 613- 616, 

935. 


A. 
an. 13, 1945 

Animals other than the mouse have been employed 
to show the hormonal mechanisms related to breast 
cancer. The rat, rarely the host of spontaneous malig- 
nant tumors of the breast, also was observed to develop 
an occasional cancer of the breast if given estrogens. 
There were also some definite benign lesions which 
occurred with the giving of estrogens as shown in 


Fig. 2.—Breast of same mouse after eighty-five days of estrone treatment. 


Eisen’s * experiments. These experiments show the 
breast changes in male rats treated with estrogens. 
The initial changes were present in the epithelium and 
consisted of proliferation, chiefly of the ducts; signs 
of functional activity of the cells were followed by 
microscopically visible enlargement of the lumens as 
a consequence of accumulated secretions. Exhaustion of 
cellular activity then occurred with subsequent evi- 
dence of disintegration of the cells or reversion of the 
epithelium to a resting stage. Proliferation of the 
fibrous tissue about cystic ducts was followed by diffuse 
fibrosis. Figure 4 is taken from Eisen’s- works and 
shows the advanced fibrosis of the rat breast tissue, 
with remnants of enlarged, distorted ducts and con- 
tracted epithelial spaces, and the displacement of the fat. 


Fig. 3.—Breast of same male mouse after havin og bed one hundred and 
oveumy. nine days of estrone injections. Section showing adenocarcinoma. 


As the object of our studies is primarily the investiga- 
tion of breast alterations in the male breast during 
treatment of prostatic cancer with diethylstilbestrol, 
these alterations will be described. The breast tissue 
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biopsy was made before and periodically during admin- 
istration of estrogens. 

Section from an adult male breast before treatment 
with diethylstilbestrol is shown in figure 5. In this 
section the interstitial tissue is scarce and there is an 
occasional duct present in this thin, fibrous stroma, 
with a few small blood vessels. The epithelial cells 
of these ducts for the most part are of a single layer, 
with a thin basement membrane. The epithelial cells 
are usually large and pale staining, with large nuclei. 
_ After the patient has been treated with diethyl- 
stilbestrol, the breast grossly becomes enlarged and often 
painful. Then as biopsy sections are taken at intervals 
during treatment, as shown in figure 6 to figure 9 
inclusive, some very definite progressive changes take 
place. Figure 6 is from the same male breast after twelve 
days of treatment, receiving 240 mg. of diethylstil- 
bestrol, or an average of 20 mg. per day. The same 
male breast is shown in figure 7 after forty-three days 
and 705 mg. of diethylstilbestrol, or an average of 16 
mg. per day. Figure 8 is a section taken after seventy 
days, the patient having 1,395 mg. of diethylstilbestrol, 
or an average of 19 mg. per day. In the section shown 
in figure 9 we have a decided contrast to figure 5. Fig- 
ure 9 is the male breast one hundred and twenty days 


Fig. 4.—Section from male rat breast showing advanced fibrosis with 
remnants of enlarged distorted ducts and displacement of fat. 


after treatment, having had 2,145 mg. of diethylstil- 
bestrol, or an average of 17 mg. per day. 

During these progressive changes there is a prolifera- 
tion of the duct epithelium. The cells of the ducts 
increase in their thickness from one to fifteen or more. 
Also the ducts become elongated. Then very early in 
these changes one can find a budding of these ducts. 
At times six or more’ buds can be found developing 
on the one duct which was present before treatment. 
Along with this duct epithelium proliferation and 
increase of connective tissue stroma, one also finds 
considerable edema of all the tissues, especially of the 
periductal connective tissue. The connective _ tissue 
becomes more indistinct in these areas of edema, since 
the tissue stains pale. There is also an increase in 
vascularity throughout the connective tissue. The duct 
epithelium along with its proliferations shows large 
cells of various shapes and sizes. The duct cells at 
times are multiplied to such an extent as to occlude the 
duct. The cells are deep staining and the basement 
membrane remains intact and not invaded. In none of 
the ducts can one find secretion if there is any secre- 
tory process taking place. 

As the connective tissue increases and the amount 
of interstitial fibrosis is more pronounced, there can 
develop some flattening of the proliferated epithelial 
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cells and often a deposition of the fat takes place, as 
is seen in figure 10, which is a section from another 
male breast. This patient had treatment four hundred 
and eighty-five days and had 680 mg. of diethylstil- 
bestrol, or an average of 1.4 mg. per day. 

Tissue removed from the prostatic cancer by trans- 
urethral resection before treatment with diethylstil- 


Fig. 5. —Breast tissue from man aged 63 before diethylstilbestrol treat- 
ment for carcinoma of prostate g 


bestrol showed the same changes as described by 
Schenken and his co-workers.> The prostate cancer 
before treatment with diethylstilbestrol showed most 
of the cells arranged in acini and some forming solid 
nests or cords of cells. The cell cytoplasm appeared 
swollen and foamy. The cell nuclei were round and 
were located in the central portion of the cell, many of 
the cells showing large, rounded vacuoles. 


Fig. 6.—Section from same male breast fiaty: twelve days and 240 mg. 
of dehylotilbestrel. Average of 20 mg. per day. 


The prostatic cancer tissue following treatment with 
diethylstilbestrol showed a regression of cytoplasm; a 
large percentage of the nuclei were deep staining and 
pyknotic, being. small and irregular in shape. ‘The 
pyknotic nuclei were scattered without arrangement. 


5. Schenken, J. E. L., and Kahle, P. J.: The Effect of 
Diethylstilbestrol Dipropionate on Carcinoma of 
the Prostate Gland, J. Urol. 48: 99-112, 1942. . 
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In some spaces no nuclei could be found. The nuclear 
diameter had reduced nearly 50 per cent in most sec- 
tions since treatment. In the center of many acini, 
pyknotic nuclei and remnants of cell membranes could 
be found crowded together without attachment to the 
periphery of the acini. 

These breast changes which have been found are not 
serious but are dangerous in that the patient often 
stops taking diethylstilbestrol when the breast pains 
begin or when they become severe. 
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7.—Same male breast after forty-three days and 705 mg. of 
Average of 16 mg. per day. 


Fig. 


Fig. 8.—Male breast after seventy days and 1,395 mg. of diethylstil- 
bestrol. Average of 19 mg. per day. 


The breast enlargement grossly, as well as breast 
proliferation microscopically, is no indication as to the 
amount of benefit the patient is receiving as regards 
the cancer of the prostate gland. Many patients have 
very little pain in their breasts and slight microscopic 
changes, and still the prostate gland, which is can- 
cerous, is reduced greatly in size. The patient is 
relieved also of his pain and gains weight. Other 
patients show grossly enlarged and painful breasts, 
indicative of a chronic cystic mastitis, and well defined 
breast hyperplasia microscopically, with very little 
change in the prostatic cancer, or the patient’s pain 


J “A. °M. A. 
an, 13, 1945 
is not benefited and he does not regain his weight loss. 
As yet we have had no patient benefit more with 
orchiectomy than with diethylstilbestrol. That is, if 


the patient is taking diethylstilbestrol with slight or no 
benefit and then has an orchiectomy, he has no change 


hig —Male breast after one hundred and twenty days and total of 
2, 145 Bag of diethylstilbestrol. Average of 17 mg. per day. 


in any noticeable degree. Nevertheless we reserve 
orchiectomy for those not benefited by endocrine ther- 
apy. Such benefits are reported by Huggins.® 

As yet we have, observed no malignant changes in 
the breast from diethylstilbestrol and rather doubt if 
they ever will be found. One of the difficulties which 
still confronts us is the correct dosage of diethylstil- 
bestrol necessary when treating these cancers of the 
prostate. We have given 60 to 80 mg. per day, but 
how much of it is excess or waste is not known. 

The work of Dr. Huggins is a great advance in medi- 
cine. It has had a great deal of comment. Still it 


Fig. 10.—Section from another male breast having had four hundred 
and ‘lie. five days and 680 mg. of Sa An average of 
1.4 mg. per day. Showing fat deposit and fib 


deserves nothing but appreciation and thanks. There 
certainly are a large number of prostatic cancer patients 
who feel that way. 


Hodges, C. V.: Studies on 


Scott, W. W., 
Urol. 46: 997. 1941. 
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BILATERAL ORCHIECTOMY FOR CARCI- 
NOMA OF THE PROSTATE GLAND 


CLINICAL EXPERIENCE 


JOHN L. EMMETT, M.D. 
AND 
LAURENCE F. GREENE, M.D. 
Member of Section on Urology 
ROCHESTER, MINN. 


The investigations of Huggins and his associates con- 
cerning castration in cases of carcinoma of the prostate 
gland have been stimulating. The time now has come 
for members of the medical profession to report their 
experiences with the procedure in order to assist in its 
final evaluation as treatment. Although more time is 
needed to follow patients before all questions can be 
answered finally, preliminary reports seem justifiable 
and may be helpful. For this reason we are submiiting 
our experience at the Mayo Clinic up to the present 
date. 


DATA CONCERNING ALL PATIENTS WHO UNDERWENT 
BILATERAL ORCHIECTOMY FOR CARCINOMA 
OF THE PROSTATE GLAND 
This report deals with 220 patients who received a 
clinical diagnosis of carcinoma of the prostate gland 
and who underwent bilateral orchiectomy at the clinic 
from June 1, 1941 to Dec. 31, 1943 inclusive. Of these 
patients 62 have returned one or more times since 


orchiectomy for examination. Information concerning ~ 


the remainder has been sought by letters of inquiry. 
We have up to date information on 215 of these patients, 
and it is on this number that this report will be based. 
The diagnosis has not been proved by microscopic exam- 
ination of prostatic tissue in all of these cases, because 
in some cases only bilateral orchiectomy was performed 
and an operative procedure was not performed on the 
prostate gland. Also in a few cases, as is not uncom- 
mon following transurethral resection of a prostate 
gland which is the site of a malignant growth, the tissue 
obtained for examination was reported to be benign. 
This of course is due to the fact that the growth involves 
chiefly the posterior lobe and the resection is not carried 
deeply enough to encounter it. Nevertheless we feel 
that there is sufficient clinical evidence concerning all 
of these 215 cases to justify their being regarded defi- 
nitely as cases of carcinoma of the prostate gland. 

Transurethral resection was performed in 158 of the 
cases, in addition to orchiectomy. In 115 cases trans- 
urethral resection was done at approximately the same 
time as orchiectomy, in 43 cases several months or years 
prior to orchiectomy. 

Of the 215 patients traced, 163 had clinical, roent- 
genographic or chemical’ evidence of metastasis. In 
52 cases metastasis could not be demonstrated. 


Serum Acid and Alkaline Phosphatase Levels.— 
When speaking of metastasis as determined by “chem- 
ical” means, it is necessary to define our normal values 
for serum acid and alkaline phosphatase. There has 
been much discussion in the literature concerning this 
subject. We have preoperative serum acid and alkaline 
phosphatase determinations expressed in King-Arm- 
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1. As shown by determination of the’ se aci 
phatase levels. 


alkaline phos- 
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strong units per hundred cubic centimeters of serum 
in 159 cases in this study. In table 1 these values are 
grouped to show the values for patients who have 
clinical and roentgenographic evidence of metastasis 
and those who have not. It will be noticed that Hug- 
gins’s original values of 3.5 for the upper limit of 
normal for the serum acid phosphatase seem to be cor- 
rect rather than 5.0, which is now commonly used. 
Using 3.5 as the upper limit of normal there are still 
approximately 35 per cent of false negatives, whereas 
if 5.0 is considered the upper limit of normal the . 
proportion of false negatives rises to approximately 
54 per cent. In the same manner table 1 suggests that 
the upper limit of normal for the alkaline phosphatase 
is somewhere between 5.0 and 10.0, which would again 
substantiate Huggins’s original value of 8.0 as the 


Taste 1.—Phosphatase Determination, Expressed in King- 
Armstrong Units, in 159 Cases of Carcinoma 
of the Prostate 


Clinical or Roentgenologiec Evidence of Metastasis 


Present Not Present 
Acid Alkaline Aeid Alkaline 
King-Armstrong Phos- Phos- Phos- Phos- | 

Units phatase phatase phatase phatase 
More than 50........... 8 24 0 0 
8 27 0 1 
10.1 to 20..........0005- 18 32 1 5 

24 30 0 2 
24 5 3 4 
44 8 29 3 
126 126 33 33 


Taste 2.—Correlation of Serum Acid and Alkaline Phosphatase 
Determinations in 159 Cases of Carcinoma 
of the Prostate Gland 


Normal values: Acid ld phosphatase 0-3.5 K.-A. units per 100 ee. 
ne phosphatase 0-10.0 K.-A. units per 100 ce. 


Clinical Evidence of Metastasis 


Acid Alkaline 


Phosphatase Phosphatase Present Not Present 
Elevated Elevated 65 3 
Elevated Normal 17 1 
Normal Elevated 18 3 
Normal Normal 26 26 

33 


upper limit of normal. For the purpose of this study 
we have arbitrarily chosen the values for the upper 
limits of normal to be 3.5 King-Armstrong units for 
the acid phosphatase and 10 King-Armstrong units for 
the alkaline phosphatase. The relationship of the values 
for acid and alkaline phosphatase is shown in table 2. 
This table suggests that the importance of the alkaline 
phosphatase has been minimized in the literature and 
that probably the level of alkaline phosphatase should 
carry more diagnostic weight than is accorded it at 
present. 

Survival Rates Following Orchiectomy.—It seems 
important to decide whether bilateral orchiectomy will 
increase the length of life of patients who have carci- 
noma of the prostate. It is too soon to make positive 
statements in this regard. Nevertheless, attempts to 
compare mortality rates already have appeared in the 
literature. In a well followed group of cases of 
carcinoma of the prostate in which transurethral resec- 
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tion was performed at the clinic between the years 
1924 and 1937 Thompson? reported that of the total 
326 patients 26.2 per cent died within the first year 
after resection and 50.5 per cent by the end of the 
second year. Comparative figures for the group of 
cases that we are reporting in the present paper show 
that fatalities occurred in 23 per cent within the first 
year after orchiectomy and in only 39.4 per cent by the 
end of the second year. 

These figures require some explanation before any 
. statistical inference is drawn. In the first place the 
number of cases in our group is of necessity smaller 
than in the Thompson group owing to the relatively 
short period during which the operations were done and 
the short follow-up. For instance, in only 185 of our 
cases has a year or more elapsed since orchiectomy 
and in only 68 have two or more years elapsed. Also 
these figures are not entirely fair to the patients on 
whom orchiectomy was performed because the length of 
life has been computed from the date of the orchiectomy. 
In some of these cases the diagnosis had. been made 
and transurethral resection performed months or years 
previous to the castration. Another fact which must be 
taken into consideration is that in the Thompson group 
little if any selection of cases was made, so that it 
includes many cases in which the disease was in its 
early stages and in which no evidence of extension or 
metastasis was present. Although our series of cases 
includes a moderate number (52) of patients who had 
no evidence of metastasis, this proportion would have 
been greatly increased if castration had been done rou- 
tinely in all cases of carcinoma of the prostate. In 
the Thompson series there was no selection of cases 
as far as the presence or absence of metastasis was 
concerned. With these factors taken into consideration, 
therefore, the comparison suggests that in general length 
of life is prolonged as a result of castration. This sub- 
ject will be touched on again in the section discussing 
the patients who had metastasis. 

Incidence of Reobstruction Following Transurethral 
Resection and Orchiectomy.—Whether or not orchiec- 
tomy tends to prevent recurrence of obstructive symp- 
toms after transurethral resection has been a subject 


TasLe 3.—Relief from Pain by Orchiectomy in 130 Cases of 
Metastatic Carcinoma of the Prostate Gland 


Results 
Not Degree of Relief from Pain 
Noted 
Malignancy, on No Total 
Grade ecord 100% 75% 50% 25% Relief Cases 
chives 2 16 3 2 2 2 27 
7 22 3 1 2 43 
Unknown.......... 4 22 11 ll 5 7 60 
13 60 22 16 8 ll 130 


of considerable interest. During the years 1937 to 
1941 inclusive 517 patients who had carcinoma of the 
prostate gland underwent transurethral resection at the 
clinic. Twenty-two (4.3 per cent) of these patients 
returned within the first year with recurrent obstruction 
demanding further resection, while another 11 patients 
(2.1 per cent) returned during the second year follow- 
ing resection for the same reason. It is obviously 
impossible to make an accurate comparison of this 
group of patients (all of whom have been followed 


Resection of Mali of 
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two years or more) with the series of cases that we 
are reporting here. From the data available, however, 
interesting deductions can be made. For instance, of 
all patients in this group who underwent simultaneous 
transurethral resection and orchiectomy none returned 
within the first year with reobstruction. (One hundred 
and eighty-five patients have been followed one year 
or more since orchiectomy.) Only 1 such patient has 
returned for subsequent resection. This patient returned 


Tas_e 4.—Duration of Relief from Pain by Orchiectomy in 
60 Cases of Metastatic Carcinoma of 
the Prostate Gland 


Duration of Relief 


from Pain, Mos. Cases 


sixteen months after orchiectomy. One patient on whom 
only orchiectomy was done returned seventeen months 
later for transurethral resection. Four other patients in 
this series returned for transurethral resection, but in all 
of the 4 cases the original prostatic operation had been 


_ performed many months previous to the orchiectomy. 


In all of them the time interval between the original 
prostatic operation and subsequent transurethral resec- 
tion was more than two years. These figures suggest 
that there must be a definite retardation of the rate of 
the local growth following orchiectomy. 


Results of Orchiectomy in Cases in Which Metastasis 
Occurred —Oi the 215 traced patients in this study, 
163 had evidence of metastasis as determined clinically, 
roentgenographically or chemically (by means of serum 
phosphatase levels). In a study of this kind, in which 
it is necessary to rely principally on follow-up letters 
from patients to determine the course of the disease, 
one must choose data which are least open to error of 
interpretation. By far the outstanding clinical evidence 
of metastasis is pain, and for this reason we have 
chosen this symptom as the prime indication of the 
course of the disease. In an effort to keep our data 
as accurate as possible, in our most recent follow-up 
letter we asked the patients who had suffered from pain 
prior to orchiectomy to state in percentage form the 
degree of relief that they secured within the first few 
weeks after orchiectomy. From their answers we have 
corrected the data on our records where indicated. 

Of the 163 patients who had metastasis, 130 had 
complained of pain prior to orchiectomy. Table 3 
shows the degree of relief that these patients secured 
from the operation; the results are classified further 
on the basis of the degree of malignancy. of the prostate 
according to Broders’ grading (where those data are 
available). It will be noticed that 60 of the 130 patients 
(46 per cent) secured complete relief and that another 
22 patients were greatly improved. This suggests that, 
in more than 60 per cent of cases in which there was 
pain due to metastasis, great immediate relief can be 
expected if orchiectomy is performed. It is also sug- 
gested from table 3 that the degree of malignancy is not 
a factor in the immediate results obtained. 
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The next important factor is the length of time these 
patients are relieved of their pain and whether the relief 
is permanent in any cases. To secure this information 
we have compiled in table 4 data from the 60 patients 
who obtained 100 per cent immediate relief following 
orchiectomy. In approximately half of these cases the 
pain has recurred, the length of relief varying from 
four to eighteen months, the largest group of cases 
falling into the seven to twelve month period. Infor- 
mation regarding the 32 patients who are still relieved 
of their pain is compiled in table 5. The most interest- 
ing observation here is that 13 patients have remained 
free from pain for more than eighteen months. In 
8 of these 13 cases the grade of the lesion was known. 
Six lesions were of a high grade of malignancy (grade 3 
or 4). These data, though of interest, comprise too 
few cases to enable one to draw any conclusions regard- 
ing the relationship of the grade of the tumor to the 
length of relief to be expected from orchiectomy. 

Results of Orchiectomy in Cases in Which Metastasis 
Did Not Occur.—This part of the problem is at present 
the most important to be settled as far as therapeutics 
is concerned. Should orchiectomy be done as a prophy- 
lactic measure when metastasis cannot be demonstrated 
or should it be done only to relieve symptoms from 
metastasis? In this study we have 52 patients who 
were without demonstrable evidence of metastasis at 
the time when bilateral orchiectomy was performed. 
Data concerning this group of patients are given in 
table 6. In evaluating this table it should be borne 
in mind that it is not always possible to demonstrate the 
presence of metastasis, so that some of these patients 
no doubt had suffered from metastasis prior to orchiec- 
tomy. Of these 52 patients, 35 per cent have already 
shown signs of metastasis and 15 per cent are dead. 
More cases and a longer follow-up will be necessary 
before one can draw accurate conclusions. 

Obstruction of the Vesical Neck.—Will bilateral 
orchiectomy effect enough regression of the local growth 
to relieve urinary obstruction and thereby obviate the 


TaBLe 5.—Interval of Time Since Orchiectomy Correlated with 
Malignancy in 32 Cases in Which Metastatic 
Pain Is Still Absent 


Interval Since Grade of Malignancy 


Operaticn, r 

Mos. land 2 3 and 4 Unknown Total 

1 2 3 6 
1 1 1 3 
1 2 2 5 
1 2 1 4 
28-30 eee eee ee . 0 

9 10 13 32 


necessity of operation on the vesical neck? In this 


series 62 patients underwent orchiectomy alone. All 
others underwent transurethral resection either at the 
same time or at some previous time. Of these 62 
patients, 24 suffered from definite obstructive symp- 
toms. Seventeen of these 24 patients (71 per cent) 
experienced definite improvement. The remainder did 
not obtain any relief of symptoms. 

Regression of Local Growth.—Only 62 of our patients 
have returned for reexamination. It is very difficult 
to make an accurate statement concerning the size and 
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consistency of the prostate, as many variable factors 
are present. Some patients had a transurethral resec- 
tion while others did not. Some patients were exam- 
ined by different consultants on their return. At best 
it is difficult from one’s notes to decide whether minor 
degrees of change have occurred. Evaluating these data 
as honestly as possible, we obtained the following 
results: Of 47 cases in which there were sufficient data 


TABLE 6.—Incidence of Occurrence of Metastasis and Length 
of Life After Orchiectomy in 52 Cases in Which There Was 
No Evidence of Metastasis at Time of Operation 


Interval Since Evidence of 
ration, Total Metastasis 
Mos. Cases Has Appeared* Dead 
5 1 1 
16 7 3 
20 6 2 
11 4 2 
52 18 8 


* Ineludes patients who have died but who presented evidence of 
metasiasis before death. 


in the records for evaluation, 5 showed such definite 
regression that it would have been impossible from 
digital rectal examination to make a diagnosis of carci- 
noma of the prostate. Ten more showed definite regres- 
sion, while in the remaining 32 no change could be 
demonstrated. 

Roentgenographic Evidence of Metastasis —Of the 
62 patients who have returned for reexamination there 
was roentgenographic evidence of metastasis prior to 
orchiectomy in 45. In only 6 of these was improvement 
noted in subsequent roentgenographic study. In 3 of 
these cases, however, there was a complete disappear- 
ance of the metastatic lesion in the bone. In 7 cases 
in which metastasis could not be demonstrated roent- 
genographically prior to orchiectomy it appeared after 
orchiectomy. 

Paralysis and Pathologic Fracture-—We have encoun- 
tered in this series 1 case in which pathologic fracture 
of the femur healed spontaneously after orchiectomy. 
One patient entered the hospital suffering from complete 
paralysis of the lower extremitics from metastasis to 
the spinal cord. There was no improvement after 
orchiectomy and the patient died within two months. 
In another case paralysis developed thirty-six hours 
after orchiectomy. Follow-up letters disclose the fact 
that in 4 more cases paralysis has developed since 
orchiectomy. In 2 of these cases it occurred within 
nine months, in 1 within five months, and in 1 within 
a “few” months after orchiectomy. 


DATA CONCERNING A “CLOSED” GROUP OF PATIENTS 
WHO HAVE BEEN FOLLOWED EIGHTEEN 
MONTHS OR MORE SINCE 
ORCHIECTOMY 

We have selected from the entire group of 215 
patients those on whom orchiectomy was done prior to 
November 1942. As of May 1, 1944 (the date of our 
most recent inquiry) this yields a group of 133 patients 
on whom orchiectomy had been done eighteen months 
or more previously. We are reporting these patients 
here as a “closed” group of patients and shall make 
additional reports on this group from time to time. 
We believe that this may be a more accurate method 
of the final evaluation of- this problem than analysis of 
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results for a group less homogeneous with respect to 
length of observation since orchiectomy. 

Of the 133 patients in the “closed” group 96 showed 
evidence of metastasis prior to operation, while in 37 
no metastasis could be demonstrated. Fifty-nine of 
these patients are already dead (table 7). It will be 


TasB_e 7.—“Closed Group” (133 Patients Followed for Eighteen 
Months or Longer): Duration of Life in 59 Cases in 
Which Death Has Occurred Since Orchiectomy 


Metastasis Prior to Operation 


Duration of Life, Mos. Not Present * Present ¢ 


* Total in closed group 37 cases. 
+ Total in closed group 06 eases. 


8.—“Closed Group”: Relief from Pain by Orchiectomy 
in 78 * Cases of Metastatic Carcinoma of the Prostate 


Results Degree of Relief from Pain 
Not - A 
Malignaney, Noted on No Total 
Grade Record 100% 75% 50% 25% Relief Cases 
5 2 2 1 10 
6 13 7 3 os 1 30 
Unknown.......... 3 15 6 6 4 4 38 
9 33 13 11 6 6 78 


* Fighteen patients who had metastasis did not have pain. 


noticed that 21 (22 per cent) of the patients who showed 
evidence of metastasis died within the first nine months 
after operation. In other words, 78 per cent survived 
the first nine months as compared with 33 per cent 
in Bumpus’s* series. This survival rate is almost 
identical with that given by Nesbit and Cummings * 
in their “closed” series of cases. 

Of the 96 patients who gave evidence of metastasis, 
78 had pain prior to operation. The degree of relief 
following operation is shown in table 8. Thirty-three 
of the patients secured 100 per cent relief of pain, 
while another 13 patients were greatly improved, mak- 
ing a total of 59 per cent who secured definite immediate 
relief. As in the data given previously for the entire 
group, there seems to be no correlation between the 
grade of the tumor and the immediate response to 
castration. The length of time the patients were relieved 
of pain is shown in table 9. It corresponds roughly 
to that of the large group, the majority of patients 
falling into the seven to twelve month period. In table 
10 is a summary of data on the 13 patients of this 
group who are still relieved of pain, all of them being 
followed longer than eighteen months. As mentioned 
previously, there seems to be no correlation between 
the grade of malignancy and the length of relief, 
although it can be said that the lesions of higher grades 
seem to respond as well as, if not better than, those 
of the lower grades. 
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ESTROGENIC THERAPY 
Our experience with treatment by means of estrogens 
in this disease has not been sufficiently well studied 
yet to allow us to make any positive statements regard- 
ing its efficacy. It has been our impression that orchiec- 
tomy yields more dramatic and immediate results than 
estrogenic therapy. Occasionally, however, a most 
brilliant result is achieved with diethylstilbestrol. We 
have encountered several cases in which orchiectomy 
has given relief when estrogenic therapy had failed. We 
have also encountered a few cases in which estrogens 
have seemed to give relief from pain after orchiectomy 
had failed. These cases have not been striking, how- 
ever, and the results were not dramatic. We are at 
present in the process of trying to evaluate more accu- 

rately our results with estrogenic therapy. 


CONCLUSIONS 


The indication for bilateral orchiectomy is carcinoma 
of the prostate with metatasis. Bilateral orchiectomy is 
especially efficacious when the metastatic growths have 
given rise to symptoms. The period of relief following 
orchiectomy varies from months to years. Whether any 
patients will remain permanently relieved seems 
extremely doubtful. Apparently the large majority of 
patients have a recurrence of symptoms within a year. 
Whether or not “prophylactic” orchiectomy (done in 
the early stages of the disease before metastasis has 
appeared) measurably influences the course of the dis- 


TasLe 9.—“Closed Group”: Duration of Relief from Pain by 
Orchiectomy in 33 Cases of Metastatic Carcinoma 
of the Prostate Gland 


Duration of Relief 
from Pain, Mos. 


© 


* Eighteen months or more after orchiectomy. 


TABLE 10.—“‘Closed Group”: Interval of Time Since Orchiec- 
tomy Correlated with Grade of Malignancy in 13 Cases 
in Which Metastatic Pain Is Still Absent 


Grade of Malignancy 


Interval Since Total - 


Operation, Mos, Cases land 2 3and4 Unknown 

5 1 2 2 
28 to 30 ef 

13 2 6 5 


ease is not yet known. This problem cannot be settled 
until more time has elapsed and a larger series of cases 
in which “prophylactic” orchiectomy has been per- 
formed has been studied. Until this problem has been 
definitely settled, our present practice is to advise 
orchiectomy primarily for patients suffering from metas- 
tasis, for the relief of metastatic symptoms. Results to 
date suggest that when orchiectomy is performed in 
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conjunction with transurethral resection the frequency 
of recurrent obstructive symptoms requiring subsequent 
prostatic resection is reduced; furthermore, if such 
symptoms do appear the time interval between resec- 
tions is increased. We are also treating a group of 
patients who do not show evidence of metastasis with 
estrogens after transurethral resection to see if the 
course of the disease can be appreciably altered over 
a substantial period. We are interested to know whether 
preliminary estrogenic therapy in such cases will tend 
to nullify the palliative effects of castration if the latter 
should become necessary for the control of symptoms 
later on. 


EXPERIENCE WITH ORCHIECTOMY FOR 
CARCINOMA OF THE PROSTATE 


-H. C. BUMPUS Jr, M.D. 


BEN D. MASSEY, M.D 
AND 

EARL F. NATION, 

PASADENA, CALIF. 


M.D. 


The wave of enthusiasm for performing orchiectomy 
in the treatment of carcinoma of the prostate seems to 
have passed its crest. As experience has accumulated 
and patients have been observed for longer periods of 
time it has become apparent that the beneficial early 
effects, so eagerly reported at first, are not the whole 
story. Some writers are now questioning the advis- 
ability of routinely performing orchiectomy for carci- 
noma of the prostate and others are denouncing the 
operation. However, its fate probably will not be the 
limbo to which orchiectomy for benign prostatic enlarge- 
ment was finally relegated at the turn of the century. 
The disillusionment caused by the discovery that there 
has not been found, after all, a cure for cancer of the 
prostate should not cause the too hasty repudiation of 
a procedure which offers some help, where there was 
so little hope before. The palliation affected by the 
operation is too striking and obvious to permit its 
abandonment. It remains, rather, to determine in which 
cases and at what stage of the disease orchiectomy 
should be employed and when estrogenic hormone ther- 
apy may be substituted or used to supplement the opera- 
tion. It is essential, therefore, that as many cases be 
studied and reported as possible, even in small series 
such as the present one, that these problems may be 
solved soon by cumulative experience. 


RESULTS OF ORCHIECTOMY 


Twenty-five patients with carcinoma of the prostate 
on whom bilateral orchiectomy was performed in private 
practice between July 1941 and December 1943 form 
the basis for this report. As private patients can be 
followed more closely than those treated in large charity 
institutions, more exact information may often be 
gained from fewer cases. Included in the group are the 
6 cases previously reported by one of us.'. The majority 
of patients were given diethylstilbestrol in doses of 1 to 
3 mg. daily after orchiectomy. 

The age distribution of the patients was as follows: 
sixth decade of life, 3; seventh decade, 12; eighth 
decade, 9; ninth decade, 1. 
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All the patients, with 1 exception, showed decided 
improvement following the operation. This improve- 
ment consisted of such changes as increased vigor, 
strength, weight and appetite, a sense of well-being, 
cessation of pain and diminished urinary difficulty. 
The 1 patient who was not improved remained about 
the same for six months before beginning to grow 
worse. He was alive thirteen months after orchiectomy, 
his metastases progressing and his health failing. 

Five of the 25 patients (20 per cent) have had defi- 
nite recurrence of their symptoms, 4 after twelve to 
sixteen months’ remission and 1 after six months. 
Three of these patients have already died. Two other 
patients have died of causes unrelated to their carci- 
nomas, eighteen and fifteen months after orchiectomy. 
Neither patient had had recurrence of pain or other 
symptoms referable to his prostatic carcinoma. 

Seventeen patients (68 per cent) are alive and appar- 
ently not suffering from activity of their carcinoma. 

Three of the 4 patients (75 per cent) operated on 
two years ago or more are alive and well, one thirty 
months after orchiectomy. The malignancy in 2 of 
these cases was grade 3. One of the 3 had extensive 
pulmonary metastases which receded after orchiectomy. 
The fourth is failing rapidly twenty-nine months after 
operation. The tissue in this case was also grade 3 
malignancy. Of the 11 patients operated on between 
one and two years ago 5 (46 per cent) are dead, 3 of 
carcinoma and 2 of other causes. One received no bene- 
fit. Four (36 per cent) are well and 1 relapsed after 
twelve months’ relief. All of the 10 patients operated 
on within the past year remain free of symptoms of 
advancing malignancy. 

Tissue from the prostate was available for micro- 
scopic examination in 15 cases. These were graded as 
follows: grade 2, 6; grade 3, 7; grade 4, 2. All the 
patients whose tissues were graded 2 are alive and free 
from symptoms of malignant activity, one thirty months 
after surgery. Two of those graded 3 relapsed, one 
sixteen and the other thirteen months after orchiectomy. 
The second of these died two years after his operation, 
while the other is still alive. Of the 2 patients with 
grade 4 malignancy, 1 is living and well fourteen months 
after surgery; the other died eighteen months following 
operation of other causes than malignancy. 

There was considerable variation in the length of time 
required for softening of the prostate after orchiectomy 
and diethylstilbestrol. There seemed to be no corre- 
lation between the length of the interval and the grade 
of malignancy. Rapid softening, while usually a favor- 
able sign, occurred in 2 patients who died following 
recurrence of symptoms, 1 six and the other thirteen 
months after orchiectomy. 

The testes from our patients were not weighed, as 
suggested by Huggins,” but were examined microscopi- 
cally. There was no discernible correlation between the 
microscopic appearance of the testes and the degree of 
relief obtained. 

One factor which has not been given adequate 
consideration in some studies is the removal of uri- 
nary obstruction. Transient improvement may follow 
improved urinary drainage alone. Thirteen of the 
patients considered here had transurethral prostatic 
resection in addition to orchiectomy. Twelve had no 
surgical procedures other than orchiectomy. Only 1 
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of the 5 patients who had relapse of symptoms had 
required prostatic resection. Twelve of the 19 patients 
not having relapse required transurethral resection in 
addition to orchiectomy. (In those cases in which tis- 
sue was not removed the diagnosis was made by the 
usual means, including roentgenography and _ phos- 
phatase determinations.) Improvement was no more 
consistent or striking in those patients who had trans- 
urethral resection than in those having orchiectomy 
alone, except that symptoms of obstruction were relieved 
more promptly in the former patients. 

The psychic improvement that some of these patients 
undergo immediately after castration has not been 
emphasized sufficiently in the literature. One of our 
patients, alive nearly a year after his orchiectomy, is 
a striking example of the change in mental outlook 
produced by castration. When first seen in consultation 
he was extremely apathetic, responded sluggishly to 
questioning and didn’t give any evidence of caring 
whether he was castrated or not. He had no regard 
for his personal appearance. His bed clothing was 
covered with the usual amount of tobacco juice and 
soup stains seen in this type of case. He showed abso- 
lutely no interest in the daily news or his surroundings. 
In contrast, the day after his castration he was eagerly 
demanding the early delivery of the morning papers 
and responded readily to all questions. A few weeks 
after his dismissal from the hospital his family physician 
asked whether the striking mental improvement had 
been reported in the literature. He stated that, while 
his patient had formerly cared nothing about his per- 
sonal appearance or exhibited the slightest interest in 
the little niceties of social intercourse, he now greeted 
him most effusively at the time of his professional 
visits, graciously proffering him a chair. His clothes, 
formerly spotted and rumpled, were now pressed and 
clean. A transurethral resection had not been done in 
this case, so that these improvements cannot be attrib- 
uted to improved urinary elimination; nor had estro- 
genic therapy been instituted to confuse the picture. 


COMMENT 


It is becoming apparent that all patients with prostatic 
cancer will eventually have a relapse of symptoms if 
they live long enough following orchiectomy. It is 
not yet possible to predict accurately the percentage of 
patients who will survive beyond the average expec- 
tancy, which is about thirty-one months after the diag- 
nosis is made.* We agree with Nesbit and Cummings * 
that no criteria have been found for predicting the 
prognosis in any case. 

Since prostatic cancer is not cured by orchiectomy 
and estrogenic hormones, it is essential that the best 
means of control be determined. There remains no 
doubt that temporary control is possible. 

Crane and Rosenbloom,® in an analysis of 340 cases 
of cancer of the prostate seen at the Los Angeles 
County General Hospital from July 1, 1938 to Jan. 1, 
1944, report that simple drainage or transurethral resec- 
tion, or endocrine therapy alone did not produce such 
satisfactory improvement as when combined with cas- 
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tration. In their series of cases the survival time was 
longest for the patients who had received all three forms 
of treatment in combination. 

It is sometimes argued that, in view of the fact that 
one is dealing with a hopeless malignant process, all 
methods of combating it should be employed with the 
least possible delay. If, by this combined therapy, it 
were possible to cure the disease, such an argument 
would be logical. However, since all forms of therapy 
to date have proved only palliative, the prolongation of 
such treatment seems preferable to its immediate total 
application. With the patients who are the subjects of 
this report one wonders whether, if they had been 
treated by estrogenic substance alone until such evidence 
of advance of the cancer as pain and cachexia had 
occurred, castration would then have given the same 
spectacular results produced by orchiectomy prior to 
the administration of endocrine therapy. A _ few 
reported cases of relief of recurrent symptoms by 
estrogens after orchiectomy, and by orchiectomy after 
preliminary estrogens, suggest the possibility that these 
two weapons should be saved and used separately and 
in succession, rather than in conjunction, to afford the 
patient the greatest relief. 

The effect of orchiectomy following preliminary 
estrogenic therapy might not be as dramatic as primary 
orchiectomy but might prolong life and the period of 
relief. Since Huggins’s? early reports it has been 
thought that estrogenic hormones alone would not 
suffice. Recent reports contradict this. We have been 
favorably impressed by our results in a number of cases 
so treated. We have 3 patients who remain well after 
over two years treatment with diethylstilbestrol alone, 
in doses of 1 to 2 mg. daily. 

Nesbit and Cummings’* conclusion seems to be a 
logical one “that the maximum benefit to the patient 
may be derived by delaying endocrine treatment until 
indicated by the onset of symptoms arising from 
advanced or metastatic lesions.” It is to be hoped that 
this will assure the patient the maximum period of 
comfort as well as prolong his life. Whether such treat- 
ment will require orchiectomy or whether estrogenic 
hormone therapy will suffice remain moot questions. 


CONCLUSIONS 

The results of orchiectomy in 25 cases of carcinoma 
of the prostate confirm the impression that temporary 
relief accrues to almost all patients. Forty per cent of 
our patients who have been observed for a year or more 
following orchiectomy have had recurrence of symp- 
toms. It is to be anticipated that they will all eventually 
relapse. 

It therefore remains to regulate better our use of 
orchiectomy and estrogens. They probably should be 
delayed until symptoms of an advanced malignant con- 
dition are manifest, then be used separately and in suc- 
cession rather than in conjunction. 

112 North Madison Avenue, Pasadena 4. 
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SURGICAL REMOVAL OF CANCER OF 
THE PROSTATE GLAND 


THE RADICAL OPERATION 


J. A. CAMPBELL COLSTON, 
BALTIMORE 


M.D. 


For the study of the ultimate results of any surgical 


procedure a thorough knowledge of the disease for 


which the operation is performed is essential, especially 
the course of the particular disease when uninfluenced 
by treatment. In any pathologic process there are 
numerous variables encountered, and in no type of 
disease is this so true as in cancer. Great variations 
occur in the rapidity of growth of the original neoplasm 
as the result of differences in the biologic activity of the 
individual cells as well as their tendency to invade the 
lymphatics or the blood stream. It is obvious, there- 
fore, that only by a detailed study of long series of 
cases can a true picture of the disease be obtained, so 
that when a diagnosis of this particular disease has 
once been made the physician is able to prognosticate 
with a reasonable degree of accuracy the course which 
the disease will follow. | 

In carcinoma of the prostate great differences in the 
progress of individual cases have long been known. 
On the one hand there occur cases in which growth of 
the malignant cells is extremely rapid, with no apparent 
inhibition from the tissues of the host, so that invasion 
of the lymphatics occurg early and death may result 
from generalized carcinomatosis in the course of a 
few months. On the other hand there are the numerous 
cases recorded which have been observed over periods 
of ten years or even more with only minimal extension 
of the disease, but these instances are exceptions at 
opposite poles of the whole picture, and somewhere 
between them can be plotted the course of the vast 
majority of the cases of carcinoma of the prostate. 

The invaluable studies of Bumpus ' on the large series 
of cases which were available to him have given us 
a very clear understanding of the course which the 
usual case of cancer of the prostate may be expected 
to follow. He found in his series of untreated cases 
that the average duration of life from the onset of the 
first symptoms was approximately thirty-one months. 
When metastasis was found at the time of the first 
examination 66 per cent of the patients died within nine 
months, and when metastasis was not found the average 
length of survival was one year. Hager and Hoft- 
mann,” in a study of another long series of patients, 
found that 47 per cent died within a year after the 
diagnosis was made. By careful studies such as these 
we are now able to predict with considerable accuracy 
what may be expected in the prognosis of the usual 
case of cancer of the prostate, with due reservations 
for the exceptional ones. 

Of greatest importance in the study of any disease 
is a thorough knowledge of its pathologic anatomy. 
This tapert of carcinoma of the prostate has been 
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exhaustively examined, and the work of Rich,’ Moore * 
and many others has resulted in a very clear under- 
standing of the disease. The majority of workers in 
this field are in agreement that the disease begins in 
the posterior lobe in over 75 per cent of cases, that it 
invades the remaining portions of the gland slowly, and 
that its extension through the capsule is prevented by 
the two tough layers of Denonvilliers’ fascia which are 
devoid of lymphatics. By gradual and usually slow 
progress the bases of the seminal vesicles are invaded 
and finally the perineural lymphatics become involved, 
which ultimately results in metastasis to the regional 
lymph glands and then to bones, particularly those of the 
pelvis and the lumbar vertebrae. Therefore in every 
case of cancer of the prostate there is a stage in the 
progress of the disease in which complete surgical exci- 
sion of the entire neoplastic process is practicable before 
extension through the capsule or into other nearby 
structures has occurred. It was on the basis of this © 
sound and irrefutable reasoning that Young® devised 
the technic of his radical perineal prostatectomy. 

With a knowledge of the pathologic anatomy of the 
disease; it is obvious that symptoms of urinary obstruc- 
tion will not occur in the early stages unless a coincident 
benign hyperplasia is present. Thus it is apparent that 
the diagnosis of carcinoma of the prostate at a time 
when complete surgical excision of the entire disease 
is feasible must be made by careful rectal examination, 
during which evidences of nodules or areas of localized. 
stony hard induration are encountered. 

The clinical criteria for cases in which complete 
removal of the disease is surgically possible have been 
previously discussed, but a repetition at this time would 
seem appropriate. 1. The neoplasm, on rectal palpa- 
tion, must not extend through the capsule of the gland, 
into the membranous urethra or beyond the bases of the 
seminal vesicles, and the gland must be freely movable 
because fixation indicates the spread of the disease 
into the periprostatic tissues. 2. Evidences of metas- 
tasis must be excluded by careful physical examination, 
and particularly by x-ray studies. The acid phosphatase 
determinations should be within normal limits, although 
in the absence of x-ray evidence of bone metastasis an 
elevation of acid phosphatase seldom if ever will be 
encountered. 3. The patient should be a good surgical 
risk and have a good life expectancy. It is questionable 
whether the operation should be performed on patients 
in the eighth or ninth decades of life. It is a well known 
fact that the mortality of any surgical procedure 
increases with age, and the many statistics which have 
been published on various operative procedures for 
the relief of benign prostatic hypertrophy amply sub- 
stantiates this point. Also it is well known that in 
older persons cancer of the prostate, generally speaking, 
progresses more slowly, probably because of the dimin- 
ished androgen stimulation which occurs in the later 
decades. The question of age, however, can never be 
a hard and fast rule because individual patients present 
so many variations. The appraisal of the physical con- 
dition of the patient and, in a general way, his ability 
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to withstand a major surgical operation must, in the 
final analysis, be left to the judgment and experience 
of the operating surgeon. 

When these facts are considered, it is evident that 
patients suitable for the radical operation will form a 
comparatively small percentage of the total number of 


TasL_e 1.—Percentage of Cases Suitable for Radical Operation 
Among All Cases Diagnosed as Carcinoma of the Prostate 
from Sept. 1, 1937 Through Aug. 31, 1942 


Number of 
Number of adical 
Patients Operations Per Cent 


Diagnosis: carcinoma of prostate...... 358 73 20.2 
Admissions to hospital................. 318 73 22.7 


Taste 2.—Operative Mortality in Radical Operations for 
Carcinoma of the Prostate Done Prior to 1939 


Number of Operations Hospital Deaths 
87 5 


Mortality 
5.8% 


cases of cancer of the prostate that come under obser- 
vation. Vest and Prince® performed the operation on 
9 per cent of the patients seen in a period of two years. 
In a previous study * of all cases of carcinoma of the 
prostate observed in the Brady Urological Institute 
between the years 1937 and 1942 I found that in 22.7 
per cent the radical operation was performed (table 1) 
but it was pointed out that this percentage is higher 
than would ordinarily be expected, because numerous 
patients in whom a diagnosis of early carcinoma had 
been made elsewhere were referred in the hope that 
they would be suitable for radical extirpation. Some 
writers have emphasized this small percentage as an 
indication that the radical operation should be aban- 
doned, but even though the percentage of possible cures 
is small, unbiased observers must conclude that this 


Tas_e 3.—Five Year Survival Rate 


Mant i 5 sane Lived 5 Years Died Within Died Within 


Number of r Mor or More ears 5 Years 
Patients Without With ae With 
Surviving Recurrence and Recurrence “ul ce a Recurrence 
Operation Metastasis and Metastasis Metastasis and Metastasis 

81 39 (48.2%) 1 (1.2%) 12 (14.8%) 29 (35.8%) 


Taste 4.—Five Year Survival Rate When Patients Dying 
of Intercurrent Disease Within Five Years Without 
Recurrence and/or Metastasis Are Eliminated 


Lived 5 Years a 5 Years Died Within 
or More r More 5 Years 
Without °With With 
Recurrence Recurrence Recurrence 
Number of and and and 
Patients Metastasis Metastasis Metastasis 
69 39 (56.5%) 1 (1.5%) 29 (42%) 


opinion is untenable and that the possibility of a radical 
cure must not be denied to the comparatively few 
patients in whom it is possible to attain this ideal. In 
many clinics it has been the custom to advise no treat- 
ment in early cases of cancer of the prostate but to 


6. Vest, S. A., and Prince, C. L.: Personal communication to the 
r 


uthor. 
7. Colston, J. A. C.: The Surgical Treatment iy” Carcinoma of the 
we J. Med. 223: 205- ~_ (A 8) 1940; Carcinoma 
&, Saete of the Percen of s Suitable for the 
Radical Operation, J. A. M. A. 122: 817 ny (July 17) 1943, 


SURGICAL REMOVAL—COLSTON 


wait for the. development of urinary obstruction. This 
policy denies these patients the opportunity for complete 
eradication of their disease, since almost invariably, 
when the neoplasm has extended far enough to cause 
obstruction, the possibility of cure by complete extirpa- 
tion has been lost. I know of no other location in 
the body in which early malignant disease is treated 
with a like philosophy of defeatism. 

In 1942 Lewis * reviewed the cases of radical prosta- 


~tectomy performed in the Brady Urological Institute 


and found that approximately 50 per cent of the patients 
lived five years or more. The present study was under- 
taken to bring the statistics up to date and to determine 
whether additional information could be obtained, with 
especial reference to the five year survival rate. From 

904, when Young first performed his radical operation, 
until 1939, 88 radical operations have been carried out. 
One case has been excluded because the prostate was 


found to be the site of an extensive tuberculous disease 


TABLE 5.—Twenty-Two Patients Alive Without 
Recurrence and/or Metastasis 


Tante 6.—Seventeen Patients Who Died of Intercurrent 
Disease Without Recurrence and/or Metastasis After 
Living Five Years or More After Operation 


which was mistaken clinically for carcinoma. Of the 
87 patients operated on with a diagnosis of early cancer 
there were 5 hospital deaths, a mortality of 5.8 per cent 
(table 2). Critics of the radical operation have par- 
ticularly emphasized the high mortality which occurs 
with this operation, but certainly this mortality rate 
compares favorably with operations tor the complete 
extirpation of malignant disease in other regions of the 


y: 

An analysis of these hospital deaths furnishes encour- 
agement that this mortality could be further reduced. 
In 2 cases, 1 of which was the second in which the 
radical operation was performed, autopsy revealed that 
death was directly due to ascending pyelonephritis; 
in 1 case injury to the ureteral orifices occurred at the 
time of ration, and in the second a ureter was 
occluded by the suture used to close the bladder. In 
the operative technic which is now used, complete visu- 
alization of the base of the bladder, the trigone and the 
ureteral orifices is attained, so that the incision through 
the base of the bladder wall between the trigone and 
the prostatic orifice can be carried out at a safe distance 
well away from the ureteral orifices. This accident 
has not occurred among the cases in which operation 
has been performed during the last five years. In 
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another case death occurred from shock two hours 
after the operation, which was technically difficult on 
account of the unexpected finding of extension of the 
disease beneath the trigone. This patient was 75 years 
of age and was a poor surgical risk. In the fourth 
case death occurred on the twelfth day from staphylo- 
coccic septicemia, the primary focus of which was a 
periurethral abscess. With our present methods of 
chemotherapy this patient would probably have been 
saved by sulfonamide therapy or by penicillin. The 
last patient died thirty-six hours after operation from 
shock and anuria. Hemorrhage occurred from the pre- 
vesical space, which caused such a pronounced fall in 
blood pressure that fatal shock and anuria resulted. 

Of the 81 patients who survived the operation (which 
was performed, it must be remembered, at varying times 
between 1904 and 1939), 39 patients (48.2 per cent) 
lived five years or more without evidence of recurrence 
and/or metastasis; 1 (1.2 per cent) is living with x-ray 
evidence of metastasis; 29 (35.8 per cent) died within 
five years with- recurrence and/or metastasis, and 12 
(14.8 per cent) died of intercurrent disease within five 
years with no evidence of recurrence and/or metastasis 
(table 3). If the last group is eliminated, we find 


Tas_e 7.—Eighty-One Patients Who Survived Operation, 
Thirty-Nine Having Lived or Are Living 
Five Years or More 


1 


a five year survival rate without evidence of recurrence 
and/or metastasis of 56.5 per cent (table 4). 

Of the 22 living patients without recurrence and/or 
metastasis, the length of survival after operation is 
as follows: 6 five years, 7 six years, 2 seven years, 
1 eight years, 2 nine years, 1 ten years, 1 eleven years, 
I twelve years and 1 fourteen years (table 5). Seven- 
teen patients died of intercurrent disease without evi- 
dence of recurrence and/or metastasis after living five 
years or more after operation. The length of survival 
is as follows: 2 six years, 6 seven years, 1 eight years, 
2 nine years, 1 ten years, 1 fourteen years, 2 fifteen 
years, 1 twenty years and 1 twenty-seven years (tables 
6 and 7). 

It has been the custom for the examining physician to 
record his impression of the possibility of cure by the 
radical operatiorf in all cases of carcinoma of the pros- 
tate, and the operating surgeon similarly gives his 
own impression of the prognosis in the operative note. 
With this information at hand it has been possible to 
divide our 81 cases into 61 with good prognosis and 
20 with poor prognosis. Of the patients operated on 
with a good prognosis 19 (31.1 per cent) are living 
without evidence of recurrence and/or metastasis at 
intervals of from five to fourteen years after operation 
and 1 (1.6 per cent) is living with x-ray evidence of 
metastasis to the humerus (table 8), 15 (24.6 per cent) 
have died of intercurrent disease without recurrence 
and/or metastasis at intervals of from five to twenty- 
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seven years after the operation, 9 (14.8 per cent) have 
died of intercurrent disease without recurrence and/or 
metastasis within five years after operation and 17 (27.9 
per cent) have died with recurrence and/or metastasis 
at intervals of from a few months to fourteen years 
after operation. It is interesting to note that 4 of these 
patients who succumbed with recurrence and/or metas- 
tasis lived five years or more after the operation, and 1 


Tas_e 8.—IJnfluence of Good Preoperative and Operative 
Prognosis on Survival 


Died Within Died With 


Lived or Living With 5 Years Recurrence and 
Number of are Living tastasis Without Metastasis 
Patients 5 Years 5 Years Recurrence Few Months to 
With Good After After and 14 Years after 
Prognosis Operation Operation Metastasis Operation 
61 34 (55.7%) 1 (1.6%) 9 (14.8%) 17 (27.9%) 


lived fourteen years with no obstruction and perfect uri- 
nary function, dying eventually of coronary thrombosis ; 
autopsy, however, showed a small nodule of adeno- 
carcinoma between the posterior bladder wall and the 
rectum in the region of the upper extremity of the 
right seminal vesicle. This small island of cancer had 
been inactive during all this time and had produced 
no symptoms. The five year survival rate of patients 
operated on with good prognosis is therefore 55.7 per 
cent and, excluding the 9 patients who died within 
five years of intercurrent disease without recurrence 
and/or metastasis, is 65.4 per cent. 

Of the 20 patients on whom the radical operation was 
undertaken with a poor prognosis for ultimate cure 3 
(15 per cent) are alive without evidence of recurrence 
and/or metastasis at postoperative intervals of five, six 
and seven years respectively, 2 (10 per cent) died of 
intercurrent disease at seven and fifteen years respec- 
tively without recurrence and/or metastasis, 3 (15 per 
cent) died within five years of operation with no evident 
recurrence and/or metastasis and 12 (60 per cent) died 
at intervals of a few months to seven years after 
operation with definite recurrence and/or metastasis 
(table 9). 

These statistics show very graphically that the extent 
of the disease, as determined by the preoperative exami- 
nation and the operation, is of paramount importance 


TABLE 9.—Influence of Poor Preoperative and Operative 
Prognosis on Survi 


Died with 


or are Recurrence and 
Living 5 Years Metastasis 
Number of 5 Years Without from a Few 
Patients or More Recurrence Months to 
with fte and 7 Years after 
Prognosis Operation Metastasis Operation 
20 5 (25%) 3 (15%) 12 (60%) 


in deciding the ultimate prognosis. It must be empha- 
sized, however, that 5 (20 per cent) of these patients 
with poor prognosis lived for five years or more after 
operation without recurrence and/or metastasis. 

It is obvious that these statistics cannot be compared 
with the series reported by Bumpus or by Hager and 
Hoffmann, since this study has been limited entirely 
to early cases in which the life expectancy without 
operation would necessarily be considerably longer than 
these authors have recorded. Unfortunately, there are 
no studies available on the progress of the disease in 
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an untreated series of early cases which might be com- 
pared with the observations which we have recorded. 
However, Thompson ® has reported a series of 337 cases 
treated by transurethral resection prior to 1937. He 
records a five year survival rate of 14.1 per cent, with 
several patients living eight or nine years. It must be 
emphasized that these statitsics can in no sense be 
compared with those herein presented, for in a large 
majority of Thompson’s cases the disease must have 
been far too extensive for complete radical excision. 

_The postoperative course of patients who survived 
the radical operation, regardless of whether the disease 
recurred, is in striking contrast to series of cases in 
which purely palliative procedures were emploved to 
relieve the obstruction. Thompson ® reports that urinary 
obstruction recurred and two or more operations were 
necessary in 25 per cent of his cases. The high inci- 
dence of persistent infection with frequency, urgency 
and hematuria which is encountered following trans- 
urethral resection for malignant disease is familiar to 
all urologists. G. G. Smith ?°.has recorded his impres- 
sion that the postoperative course of patients subjected 
to the radical operation is far better than patients treated 
by palliative procedures in that recurrence of obstruction 
rarely occurs, and for this reason he has advocated the 
radical operation in cases in which the prognosis for 
complete removal of the neoplasm is poor or even hope- 
less. He feels that the removal of the main mass of 
malignant disease protects the patient against later 
recurrence of obstruction and that portions of cancer 
which it may not be possible to remove remain in areas 
high up between the bladder and the rectum, where they 
usually grow very slowly and cause no interference with 
urinary function. The present study entirely substan- 
tiates this point of view. In 4 cases urinary obstruction 
is recorded as having occurred at varying intervals 
of time after the operation; this was controlled by 
simple dilation of a stricture at the operative site. One 
patient (the first patient operated on, in 1904) died nine 
months after operation from urinary obstruction, per- 
ineal abscess and sepsis, probably resulting from a stric- 
ture. Another patient died from instrumental rupture 
of the bladder following attempts to dilate an obstruction 
which occurred as a result of recurrence of malignant 
disease at the neck of the bladder. In another case a 
transurethral resection was necessary to relieve urinary 
obstruction caused by recurrence of the cancer. Thus 
in only 2 cases in this series did urinary obstruction 
recur to such a degree that operative measures were 
necessary. 


In the foregoing the salient points of our knowledge 


concerning the origin and extension of carcinoma of 
the prostate have been reviewed, and the fact that the 
disease in its earliest stages is readily amenable to 
complete surgical eradication has been stressed. The 
importance of early diagnosis, as in all other types of 
malignant disease, is self evident. The criteria for cases 
suitable for the radical operation have been presented, 
and it has been shown that with careful examination 
and education of the profession it is possible to find 
among all patients admitted to the hospital for cancer 
of the prostate 20 per cent in whom the radical operation 


9. Thompson, G. J.: Transurethral Resection of Malignant Lesions 
of the Prostate “Gland J. A.M 


35: 610- 1936; Total Prostatectomy, 
M. J. 44: 1391-14 2 (Ave) 1941; gery for Cancer of the Prostate, 
Correspondence, J. A. M. . 118: S14 (April 25) 1942. 


Jan 1988 
can be carried out with a reasonable prospect of cure. 
The all too prevalent tendency to wait for the develop- 
ment of obstructive symptoms in early cases of the 
disease has been condemned, because by this policy of 
watchful waiting the possibility of a permanent cure 
is denied these patients. The important question of 
endocrine therapy has not been discussed because all 
the patients who are included in this study were oper- 
ated on before Huggins ™ presented his fundamental 
work on this subject. 

From 1904, when Young carried out his first radical 
perineal prostatectomy for carcinoma, until 1939, eighty- 
seven similar operations have been performed in the 
Brady Urological Institute with a mortality of 5.8 per 
cent—a figure which certainly compares favorably with 
operations undertaken in other deep parts of the body 
designed for the total eradication of malignant disease. 
Of the patients who left the hospital following operation 
there was a five year survival rate of approximately 50 
per cent, a figure about the same as has been previously 
reported by Young, Lewis * and Smith.’ If the patients 
who died within a period of five years after operation 
without evidence of recurrence or metastasis are elimi- 
nated, the five year survival rate is 56.5 per cent. 

Cancer of the prostate is a very common disease and 
can be recognized in its early stages by rectal palpation. 
When the diagnosis has been made before the neoplasm 
has advanced too far, total extirpation by radical surgery 
is possible. 


ABSTRACT OF DISCUSSION 


ON PAPERS OF DR. HERBST, DRS. MOORE, WATTENBERG AND 
ROSE, DRS. EMMETT AND GREENE, DRS. BUMPUS, 
MASSEY AND NATION AND DR. COLSTON 


Dr. Ropert H. Cumminecs, Ann Arbor, Mich.: Already one 
begins to detect a trend to utilize castration in cases of advanced 
carcinoma of the prostate in which symptoms of metastasis are 
present. It is in this type of case that the subjective response 
is so brilliant. Relief of pain appearing immediately after 
bilateral orchiectomy in 88 per cent of our series of cases in 
which that symptom was present prior to castration is a some- 
what higher percentage than that reported today. The objective 
changes following institution of this form of endocrine therapy 
in these same advanced cases is likewise often brilliant. Defi- 
nite regressive changes in the primary neoplasm occurred in 
32 per cent of Dr. Emmett’s cases and in 34 per cent of Dr. 
Nesbit’s and mine. Some degree of regression in size of the 
prostate was thought to have occurred in 66 per cent of our 
cases. Seventy-one per cent of Dr. Emmett’s patients experi- 
enced definite evidence of improved urinary function following 
bilateral orchiectomy alone. In our series 9 of 14 patients who 
had no operation for the relief of prostatic obstruction experi- 
enced more normal urination following castration. In the group 
of patients with metastases, 78 per cent of Dr. Emmett’s and 
84 per cent of our patients survived the nine month period 
shown by Dr. Bumpus in a similar group of patients in whom 
endocrine therapy was not used, to be as@ociated with only 
33 per cent survival over an equal period of time. These few 
illustrative comparisons seem to us too to demonstrate the 
efficacy of castration when prostatic cancer has metastasized. 
This therapeutic procedure has been followed by an average 
remission of carcinogenic activity for 11.4 months in delayed 
failure cases. The fact that metastases occurred in 35 per cent 
of Dr. Emmett’s cases in which none were detected prior to 
castration, together with the fact that 15 per cent of these 
patients died, suggests that this procedure does not constitute 
prophylaxis against extension of this neoplasm. In our experi- 
ence 18.8 per cent developed metastases and 12.5 per cent died 
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DISCUSSION 
not less than twenty-one months after bilateral orchiectomy. 
Nor are we at present using endocrine therapy in an effort to 
prevent extension, feeling that to do so voids our hand of trump 
cards to play if and when the patient requires relief from his 
suffering. 

Dr. Water M. Kearns, Milwaukee: The papers of Dr. 
Herbst and Drs. Bumpus, Massey and Nation demonstrate that 
the salutary effects of castration and of estrogens are less endur- 
ing than had been hoped for previously. Evidence points to the 
generalization that, if one method fails, substitution or com- 
bination with the other method will also fail. Not one castra- 
tion has been carried out in my series of 78 patients because 
it seemed desirable to attain as large a number as _ possible, 
employing a single method, in order to reach a proper appraisal 
of that method. Simple estrogenic treatment will gain in favor, 
because all of the attainable benefits of castration minus some 
of its undesirable side effects are obtainable by the judicious 
use of the true hormone estradiol given to each individual patient 
by the most effective route. The changes produced by estro- 
gens, which so abruptly alter the blood picture and clinical 
course of the disease, are unquestionable evidence of their pro- 
found influence. Of 42 private patients who have been followed, 
approximately 60 per cent have been definitely benefited for 
periods exceeding six months. During the past year 3 patients 
who had been greatly benefited and were apparently stabilized 
under treatment with estradiol lost ground in spite of increased 
dosage and died. Fifteen patients presented themselves with 
definite indications for surgical intervention because of urinary 
obstruction. Through the prompt application of estrogenic 
therapy, urinary antiseptics and the use of continuous or inter- 
mittent catheterization, they have obtained improvement in 
general health, shrinkage in the prostate and ability to empty 
the bladder with little or no residual urine. Of these 15 patients 
4 have died, 2 of carcinoma and 2 of intercurrent disease. In 
no instance did significant amounts of urinary retention recur. 
The blodd sedimentation rate as an aid in diagnosis and an 
indicator of the progress of the disease has proved very helpful. 
Approximately: 85 per cent of the patients will show a deviation 
‘from normal, and this gives it a much wider range of usefulness 
than estimations of the blood phosphatase levels. My preference 
for nonsurgical treatment is based on several considerations. 
From the standpoint of economy, the evidence is overwhelmingly 
in favor of the nonoperative treatment. The hospital expense for 
the average patient would purchase a supply of estradiol suf- 
ficient to last two years. The operative fee no doubt would 
purchase a number of added years’ supply carrying well beyond 
the life expectancy of men in this age group. It is not unlikely 
that estrogens actually bring about more thorough emasculation 
than castration. The estrogen, through anterior pituitary gland 
depression, not only suppresses testicular function, causing 
shrinkage of the testicle and prostate and absolute impotence, 
but also possibly depresses the andromimetic function (or testicle 
imitating function) of the adrenal cortex. Over the course of 
more than three years, several of my carcinomatous patients 
were maintained in good health with small dosage of estradiol 
0.05 mg. twice daily, without need of increments. It is my 
impression that an inadequate dosage may be ineffective but 
that when an adequate dose is established further increments 
are ineffective. 

Dr. A. Evtmer Bett, Los Angeles: The group of patients 
on whom I operated perineally seemed to do better than those 
operated on electrosurgically or by the punch operations, because 
the cauterized urethra and bladder neck after the punch opera- 
tion were painful. These studies in castration and administra- 
tion of diethylstilbestrol presented here reveal an inability on 
the part of the compilers of their data to come to definite 
conclusions as to the end result. Since the work was in its 
initial stages dependent on experimental work, let us turn again 
to the experimental work te see what correlated effects not 
discernible clinically are revealed in experimental animals. Cas- 
tration produces a hypertrophy of the anterior pituitary, experi- 
menters are uniform in telling us, with the formation of certain 
large clear cells always recognizable as due to castration. This 
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increase in pituitary size indirectly affects the thyroid, causing 
the thyroid to hypertrophy, and it is thought to cause a like 
effect on the adrenal. It is not definitely known that it does 
cause an effect on the adrenal. All of these glands—the adrenal, 
the pituitary and the thyroid—are prevented from undergoing’ 
these changes with the administration of androgens, either 
female or male. An example is the fact that the female estro- 
gen prevents hot flashes in these men with castration. There- 
fore why not give the harmless and helpful female hormone at 
once and continuously after castration? It seems especially 
logical to follow this lead along the road of known physio- 
logic effects rather than flounder in the maze of clinical data 
which so far cannot clearly be interpreted. In our clinic, if a 
radical operation is possible we perform it. If the operative 
results at the time of the radical operation show carcinoma 
remaining, an orchiectomy is done at once and diethylstilbestrol 
is given as soon as the patient is stable after operation arid, if 
extensive carcinoma is encountered, orchiectomy plus diethyl- 
stilbestrol plus resection if there is obstruction of urine is carried 
out. In the 340 cases reported by J. J. Crane from the County 
Hospital, that method of following up with transurethral resec- 
tion, castration and the administration of diethylstilbestrol gave 
those men their best results. 


Dr. N. G. Atcock, Iowa City: Slides of a patient with bone 
metastasis due to carcinoma of the prostate demonstrated that 
practically all x-ray evidence of the metastases disappeared on 
the administration of diethylstilbestrol. A few others showed 
definite evidence of decrease in the metastatic lesions. I am 
confused and discouraged in the matter of treatment of cancer 
of the prostate. I am not optimistic in regard to the surgical 
treatment. A Icsion to be amenable to surgical treatment must 
have certain characteristics. To be eliminated it must be so 
located that one can get far out around it. The aim of all 
treatment of cancer should be just one thing, and that is cure. 
The patient is either cured or he is not cured. A. patient who 
has a recurrence of cancer ten years after treatment is no more 
cured than the one who has recurrence in six months. We all 
agree that the only cured cases of carcinoma of the prostate 
come about through surgery, but surgery is applicable to such 
a tremendously small percentage of the cases that it cannot be 
the answer to the whole problem. I doubt if the surgical 
possibilities will be extended further than they are at present 
either by greater perfection of technic or by earlier diagnosis 
of the condition. No one has ever claimed that either orchiec- 
tomy or diethylstilbestrol brings about a cure and in that respect 
we are all disappointed. I hope that with further-study we 
may get something that will be the answer. Certainly orchiec- 
tomy and diethylstilbestrol at the present time do not make the 
answer, but they may lead to the answer. That, to me, is the 
bright ray of hope. 

Dr. Victor LespinassE, Chicago: Dr. Herbst laid great 
emphasis on the high caloric diet and the high vitamin content 
of that diet. It is generally considered that that type of diet is 
protective against bacterial infection, but it is just the opposite 
for virus infections. What that has to do with the life of the 
cancer cell, of course, we don’t know ; but it is at least debatable 
or should provoke thought that we may not be doing our patient 
as much good by giving him a very high diet. If we give him 
just a sufficient diet, he might do just as well and his cancer 
might not be able to grow so fast. Of course, prostatic cancer 
is a specialistic cell that is dependent for its growth and its 
activity to a large extent on the testicular androgens, and that 
is the factor on which our whole theory of female sex hormone 
therapy is based. Is there anything to be lost or to be gained 
by giving these patients some x-ray treatments along with these 
estrogenic tablet implants? I think there is. In my practice 
that is my method. I give these men courses of x-rays or 
courses of radium along with their estrogenic substances, and I 
feel that, at least to my finger, these prostates don’t grow as 
fast, are controlled and shrink up and do very well clinically. 
My longest survival on this situation is about three and one- 
half years. That man is apparently getting along about as well 
as a man 79 years old could. He has had that method of 
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treatment and no castration. He had a partial removal of the 
carcinoma surgically and has had since that time estrogens. He 
has had several courses of x-rays. 
Dr. Henry SAnGree, Philadelphia: The adult prostate in 
its secretory stage has only two types of hormones—androgens 
and estrogens. Androgens in excess produce hyperplasia. 
Estrogen produces metaplasia. It causes a decrease in the size 
and a cessation of the tall columnar epithelial cells. In recent 
years the concept of the self-governing action of the cancer 
cells has become standardized. Many men consider that few 
or no outside influences control the growth of the cancer cell; 
that even when dependent on the catabolic effects of a starving 
host they will proliferate and develop. This general pattern 
does not hold true with respect to prostatic cancer in man, 
which is often dependent on androgen for its survival, androgen 
seriously disturbing the enzyme mosaic of the cancer cell. 


Dr. P. Hersst, Washington, D. C.: All of us 
are confused about this problem. The main reason for the con- 
fusion is the incidence of a large number of clinical courses 
which do not conform to what seem to be the basic principles. 
That, of course, is dependent on the fact that the human mecha- 
nism from a biochemical standpoint is most complex. Dr. 
Lespinasse brought up the question of the vitamins stimulating 
the malignant cells. From the small clinical experience that I 
have had it is my impression that even though the vitamins may 
stimulate the cancer cells the patient, as far as his sense of 
well-being, comfort and tongue are concerned, is definitely in a 
better situation. When we introduce inté the body these vari- 
ous biochemical substances they do not necessarily have to 
remain as that biochemical entity, and, as a matter of fact, they 
do not, as proved by research. 
estrogen may be transformed into androgen. I have had clini- 
cal cases which would suggest that as an explanation of the 
clinical course. We can administer large quantities of these 
substances, and urinary excretion tests do not run comparative 
to the amount injected. Dr. Lespinasse also mentioned the 
x-rays. Clinically, when estrogens are being administered and 
the patient is complaining of pain over the shoulder or over 
the back or over the hip, the roentgenologist is able to give 
comfort with a much smaller dose of x-rays than these patients 
have been accustomed to obtaining with radiation in like cases 
without the administration of the estrogen. The present status 
of acid phosphatase in the correlation of metastasis is one of 
those things that we can’t understand. Clinically some of the 
patients with extensive metastases run courses completely com- 
parable to the acid phosphatase levels; some of them do not. 
Some of the worst cases instead of having elevated phosphatase 
levels have levels down as low as two points. That is one of 
‘the confusing things and that is what put us all in this mental 
confusion Dr. Alcock has described. The potential period of 
control is going to depend on the performance of castration and 
the subsequent administration of these various substances when 
symptoms of malignant progress indicate them. The further off 
we can put the administration of the estrogens after the per- 
formance of castration, the longer is going to be life expectancy 
and comfort. 


Dr. J. A. C. Corston, Baltimore: It has been generally 
agreed that there is a certain percentage of cases, perhaps a 
small percentage, that is suitable for radical surgery. Endo- 
crine therapy is palliative and gives marvelous results in certain 
cases. Before the endocrine treatment was introduced by Dr. 
Huggins, I had rather definite ideas on the question of carci- 
noma of the prostate in that the radical operation could be done 
in some cases and that for the advanced cases palliation should 
be carried out by operation or x-rays for the purpose of preser- 
vation for as long a time as possible of as nearly normal urinary 
function as possible. The studies of Dr. Huggins have not 
modified that view. Certainly ali of the men who have dis- 
cussed the situation have noted definite regression from diethyl- 
stilbestrol. Dr. Brice Vallett in the Delaware State Medical 
Journal described a case of advanced carcinoma of the prostate 
with a frozen pelvis, in which orchiectomy was done, followed 
by tremendous regression of the growth; he then did a radical 
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operation, not perhaps in the hope of a complete cure. In the 
majority of cases of such extensive malignant disease there 
would probably be a recurrence of the disease. But I think this 
patient will probably do far better with this method of manage- 
ment. Recurrence may take place, but I think his life will be 
extended and the future made more comfortable. In regard to 
diethylstilbestrol, since the first of the year we have carried 
out diethylstilbestrol treatment on 4 patients who had a rather 
extensive carcinoma of the prostate but no extension into the 
vesicles ; the whole gland was involved by malignant disease but 
no metastases were demonstrable. In these 4 cases there was 
a very definite regression and in all of these cases radical 
operation has been done since this time without any particular 
difficulty. I believe that diethylstilbestrol treatment should be 
tried in cases which appear a little unfavorable for the radical 
operation in the hope that regression will occur to such a degree 
that this operation can be carried out. I believe, therefore, that 
with selected endocrine therapy more and more cases will be 
suitable for complete radical extirpation. 


CORRELATION OF THE PURITY OF 
PENICILLIN SODIUM 


»s' WITH INTRAMUSCULAR IRRITATION IN MAN 


ROBERT P. HERWICK, M.D. PxD. 
HENRY WELCH, 
LAWRENCE E. PUTNAM, M.D. 

AND 
ARMAND M. GAMBOA, MLD. 
WASHINGTON, D. C. 


It has been reported! by both the Army-and the 
Navy that certain lots of commercial penicillin sodium 
produce severe pain on intramuscular injection. In 
some cases repeated injections have been followed by 
the formation of sterile abscesses containing insoluble 
material with no antibacterial activity. In general the 
lots of penicillin causing the most severe reactions were 
produced by only one or two manufacturers. Occasion- 
ally, however, other manufacturers’ lots resulted in mild 
to moderate irritation on intramuscular injection. 
~ At the request of the Army and the Navy the present 
study was undertaken to determine the factors causing 
pain following intramuscular injection of penicillin. 
Two hundred and thirty individuals, most of them with 
sulfonamide resistant gonorrhea, were treated with 
penicillin sodium obtained from seventeen manufacturing 
sources. 

In preliminary studies on 100 patients an attempt 
was made to correlate pain in patients following intra- 
muscular injection with the reactions obtained following 
intradermal injection of the same material in man and 
in rabbits. In man the intramuscular injections con- 
sisted of single doses of from 10,000 to 25,000 units 
of penicillin and the intradermal injections were made 
with 1,000 units in a volume of 0.05 cc. of salt solution. 
Rabbits were injected intradermally with 2,000, 4,000, 
6,000, 8,000 and 10,000 units contained in 0.5 cc. of 
distilled water. Using either vesiculation in man or 
edema and hemorrhage in rabbits as an index of irri- 
tation, it became evident that it was not possible to 
correlate these reactions with pain produced on intra- 
muscular injection in man. Certain commercial prepa- 
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rations produced vesiculation (primary irritation) on 
intradermal injection, while the same material on intra- 
muscular injection gave variable pain responses. When 
6,000 units or more of penicillin intradermally in rab- 
bits produced definite edema and hemorrhage, such 
products would in most cases produce pain on intra- 
muscular injection in man. Unfortunately, however, the 
converse of this did not follow; that is, when 6,000 
units failed to cause edema and hemorrhage in the 
skin of rabbits, such preparations were not always pain- 
less on intramuscular injection. 

In estimating pain in the next 100 patients several 
manufacturers’ products of varying potencies were used 
and a control injection of 5 cc. of isotonic solution of 
‘sodium chloride was made in the corresponding area 
on the opposite side of the body. In this group of 
persons the injections of penicillin were made into the 
buttocks, triceps or deltoid. The drug was dissolved 
in isotonic solution of sodium chloride in a concentration 
of 5,000 units per cubic centimeter, and 5 cc. was given. 
Pain was reported as being either very slight, slight, 
moderate or pronounced and recorded as 1+, 2+, 
3+ or 4+. If the pain radiated to the knee or elbow 
the valuation of the pain was raised one step, and if the 
pain persisted until the time of the next injection (three 
hours) it was also raised in value to the next higher 
grade; that is, a moderate pain which radiated down 
the extremity or which lasted three hours or longer 
was considered to be equivalent to a severe pain. One 
investigator was responsible for the interpretation of 
the degree of pain in all cases. The observations were 
made by the “blind test technic,” i. e. the operator had 
no knowledge of the potency of the solution being tested. 

The following results were obtained: Of 269 injec- 
tions of saline solution 173 caused no pain, 56 caused 
1 + pain, 34 caused 2 + pain, 6 caused 3 + pain and 
no injections caused 4+ pain. By contrast, of 269 
injections of penicillin 51 caused no pain, 47 caused 1 + 
pain, 81 caused 2+ pain, 65 caused 3 + pain and 25 
caused 4-+ pain. From these data it was evident that 
penicillin produced more pain on intramuscular injec- 
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Relationship - pain produced to site of injection and pescaiay of 
penicillin sodium 


tion than isotonic solution of sodium chloride. In addi- 
tion, it appeared that less pain resulted from injection 
into the buttocks than into the triceps or deltoid and 
that there was a correlation between the potency of 
penicillin and the pain produced. A statistical review of 
our data, however, could not be made. It was decided, 
therefore, to treat a group of 30 patients in such a 
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manner that the data obtained could be subjected to 
statistical analysis. 

Each of the 30 patients received 75,000 units (25,000 
units per injection) of penicillin sodium dissolved in 
isotonic solution of sodium chloride in a concentration 
of 5,000 units per cubic centimeter. Injections were 


Balanced Incomplete Block Type of Experimental Design 
Showing Site of Injection * and Degree of Pain + 


Sample and Potency 


a b e d e f 


936 Units 502 Units 175 Units 333 Units 1,127 Units 711 Units 
Patient perMg. perMg. perMg. perMg. perMg. per Mg. 
Order No, 1 
1 T-3+ D-2+ ose 
2 B-3 T-4+ eee D-3+ 
3 BO T-4+ D-2+ 
4 B-O T-1+ D-2+ 
5 B-0 were T-3+ D4+ 
6 B-1+ T-2+ ere D-2+ 
7 B-0 eee T-2+ D-1+ 
8 B-3+ seas T-1+ D-2+ 
9 B-3+ T-3+ eee 
10 B-3+ T-4+ D-4+ 
Order No. 2 
T-0 D-2+ B-0 ees 
12 T-1+ p-4+ B-0 
13 T-1+ D-3+ seer B-0 
14 T-3+ D-4+ B-2+ 
T-1+ eree D-14- B-2+- 
16 eee T-3+ D-3+ B-2+ 
17 T-2+ D-3+ B-0 
18 T-2+ D-1+ B-1+ 
19 T-3+ 1+ B-0 
T-3+ 2+ B 1+ 
Order No. 3 
21 D-1+ T-2+ see eee 
22 D-1+ B-2+ T-3+ tree eee 
23 D-1+ B-2+ T-1+ eee 
24 D-1+ eree B-3+ T-2+- 
25 D-1+ B-0 T-1+- 
26 ee D-2+ B-2+ T-1+ 
27 D-3+ B-2+ T-1+ 
28 D-2+ eee 0 T 1+ 
29 cee D-2+ B-0 T-0 
30 D-4+ B-2+ T-2+ 


-* B = buttocks, T = triceps, D = deltoid. 
+ 0 = no pain, 1+ = very slight pain, 2+ = slight pain, 3+ = moder- 
ate pain, 4+ = severe pain. 


made into the buttocks, triceps and deltoid, and these 
were controlled by injections of saline solution contra- 
laterally. ‘The pain was estimated as described in the 
previous study, but in all cases in which the subject 
experienced pain following injection of saline solution 
the degree of pain was estimated and subtracted from 
the degree of pain produced by injection of penicillin and 
recorded as the difference. For example, pain estimated 
as 2+ from saline solution and 3 + from penicillin was 
recorded as 1 + pain. In a few cases the pain caused 
by injection of. saline solution was equal to or greater 
than that produced by penicillin, In these cases the 
injection of penicillin was reported as having produced 
no pain. 

The penicillin was of commercial manufacture and 
varied in potency from a low of 175 units per milligram 
to a high of 1,127 units per milligram. Six different 
concentration levels were used and, in choosing the 
material to pool, care was taken to obtain lots that were 
of approximately the same potency at all levels. The 
variation in potency of the samples of penicillin sodium 
and the number of manufacturers’ products are shown 
in the accompanying table. Since there is some evidence 
that the depth of color of penicillin preparations is 
related to purity, the light transmission through a red 
filter of the pooled samples was determined at each con- 
centration level. As the potency of the penicillin solu- 
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tions increased, the transmission of light through these 
solutions also increased. 

For statistical analysis of the data a balanced incom- 
plete block type of experimental design? was used. 
This type of design was so arranged that although each 
patient was injected with only three of the six potency 
levels each potency occurs with every other potency 
the same number of times. For instance, as shown in 
the table, sample a is given to the same patient as 
sample b in 6 instances (patients 1, 2, 11, 12, 21 and 22). 
This design was for 10 patients only. However, in order 
to determine whether the order in which the injections 
were made affected the pain response, two additional 
groups of 10 patients each were included. In the first 
10 patients the order of injections was buttocks; triceps 
and deltoid. For the second series of 10 patients the 
order was triceps, deltoid and buttocks, and for the 
third series deltoid, buttocks and triceps. In this way 
each potency was administered to 5 patients at each 
site of injection (as shown in the table). Thus a 
balance is obtained and the individual patient’s responses 
do not give undue weight to any one factor. 

In the chart the pain responses resulting from all 
injections are presented. With an increase in potency 
in units per milligram of penicillin there is a correspond- 
ing decrease in the pain produced. Of the three sites 
of injection, those made in the buttocks produced the 
least amount of pain. . As shown by analysis of variance * 
two factors were statistically significant in this clinical 
experiment, namely the site of injection and the potency 
of the penicillin. 

CONCLUSIONS 


1. There is a significant correlation between the purity 
(potency ) of commercial penicillin sodium and irritation 
following intramuscular injection. With an increase in 
potency in units per milligram there is a corresponding 
decrease in the pain produced. 

2. Intramuscular injection of penicillin produces a 
‘greater incidence and intensity of pain than isotonic 
solution of sodium chloride. 

3. There is a correlation between the potency of peni- 
cillin and its light transmission. 


4. Of the three sites of injection (buttocks, triceps 
and deltoid) the least amount of pain results from 
injection into the buttocks. 


5. There is no significant correlation between the 
irritation produced by intradermal injection of penicillin 
in man or rabbits and that produced by intramuscular 
injection of this material. 


2. Statistical Tables for Biological, Agricultural and Medical Research, 
by Fisher and Yates (Oliver and Boyd, 1943), table XVII 
3. Lila F. Knudsen, Food Division, Food 


and Drug Administration, 
supplied the statistical aspects of this stndy,. 


Cosmetic Dermatology.—Cosmetics was one of the earliest 
interests of civilized man, and when it comes to cosmetic derma- 
tology the Ebers Papyrus gets into its full stride. The amount 
of space given to gray hair and baldness indicates not only that 
they are not afflictions peculiar to modern man but that there 
were the same frenzied and fruitless efforts to escape them that 
there are today. There were remedies to remove moles, to 
prevent or remove wrinkles, to make the face smooth, to improve 
its color, to beautify the skin. There is remedy after remedy 
to prevent or cure baldness and grayness and to dye the hair. 
There are even prescriptions for gray eyebrows.—Pusey, Wil- 
liam Allen: The History of Dermatology, Springfield, IIL, 
Charles C Thomas, 1933. 
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THE ROLE OF INJUDICIOUS ENDO- 
CRINE THERAPY 


IN THE DELAYED DIAGNOSIS OF 
UTERINE CANCER 


LEWIS C. .SCHEFFEY, Sc.D., M.D. 


DAVID M. FARELL, M.D. 
AND 
GEORGE A. HAHN, M.D. 
PHILADELPHIA 


Our purpose in this presentation is to direct atten- 
tion to a practice that is proving to be a serious factor 
in the delayed diagnosis of uterine cancer. We refer 
specifically to the indiscriminate use of endocrine ther- 
apy for the control of abnormal bleeding from the 
genital tract, when an organic cause for such hemor- 
rhage has either been undiscovered or ignored. It 1s 
generally recognized, both by the profession at large 
and especially by workers in the field of pelvic malig- 
nancy, that delay in diagnosis is the most important 
explanation of the low curability rate of uterine cancer. 
Both patient and physician share in this responsibility. 

Recognition that lack of knowledge, actual fear of 
learning the truth and associated reasons influence 
women to avoid medical consultation when abnormal 
vaginal bleeding occurs has led to intensive campaigns 
among the general public for cancer detection. The 
work of the Women’s Field Army of the American 
Society for the Control of Cancer is an outstanding 
example of a sustained educational endeavor in cancer 
control, an effort that warrants the support and coopera- 
tion of all physicians. Any rational program that will 
influence women, not only to seek medical advice 
promptly when abnormalities appear, but to insist on 
an adequate pelvic examination as part of a routine, 
periodic check-up, should be furthered. Dr. Catharine 
Maciarlane and her group have shown today what can 
be done in this respect. 

What of the physician’s responsibility? Granted 
that in a very small minority of patients cancer of the 
uterus may exist without causing any untoward symp- 
toms whatever, clinical experience and statistics prove 
that in the vast majority of instances abnormal bleeding 
from the genital tract is the commonest and most fre- 
quent symptom of the disease. Leukorrheal discharge, 
unless blood stained, is of much less significance, for 
vaginal discharge alone most often results from benign 
causes. Pelvic pain when associated with cancer 
unfortunately means a definite advance of the disease. 
Apart from this interpretation pelvic pain per se usually 
brings the patient to us for advice, and this provides 
an opportunity for careful examination, in the course 
of which a suspected or early lesion might be observed 
more promptly than would otherwise be the case. 

Clinically, certain distinctions must be borne in mind 
with respect to the location of uterine cancer. Cervical 
cancer may occur at any time during the reproductive 

riod, although the majority of patients afflicted are 
in the menopausal or postmenopausal epochs. Twenty- 
seven per cent of the patients observed in the Depart- 
ment of Gynecology of the Jefferson Medical College 
Hospital have been women under 40 years of age when 
first seen.’ Friability of the tissue is characteristic of 


PF tae the Department of Gynecology, Jefferson Medical College Hos- 
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1, Scheffey, L. C.: Experiences in the Treatment of Carcinoma of 
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malignant change, but biopsy is always indicated when 
abnormal bleeding is associated with pronounced hyper- 
trophy, eversion and endocervicitis. Helpful diagnostic 
adjuncts comprise the use of the Hinselmann colpo- 
scope, the Schiller test and the stained vaginal smear 
method of Papanicolaou, more recently emphasized by 
Meigs and others. Biopsy, however, must be depended 
on finally for certainty of diagnosis. 

On the other hand, fundal cancer is usually mani- 
fested primarily by postmenopausal bleeding. This has 
been true of 79 per cent of such patients seen at Jeffer- 
son. The remaining 21 per cent were over 40 years 
of age, however, and had not yet ceased menstruating 
when the diagnosis was made. Only 1 patient seen was 
under 40.2 In this condition, curettage is essential to 
establish an accurate diagnosis and to determine proper 
treatment. Aceompanying fibromyomas of the uterus 
tend to confuse the diagnosis of cancer in the pre- 
menopausal group, and this may result in inadequate 
treatment if preliminary curettage is omitted, either by 
performing incomplete surgery or by administering 
insufficient radiation therapy for a supposedly benign 
condition. 

In support of the recognized prevalence of organic 
causes for abnormal uterine bleeding, one may also 
cite the findings of Mussey and Wilson.* They reviewed 
the records of 200 patients who registered at the Mayo 
Clinic between July and September 1937 because of this 
symptom, finding 80 cases (40 per cent) of uterine 
fibromyomas and 27 cases (13 per cent) of cancer of 
the uterus. 

Abnormal bleeding then, next to the ideal periodic 
pelvic examination, is the one incident that may enable 
the inquiring physician to confirm or disprove the 
presence of uterine cancer. This symptom, properly 
evaluated and managed, represents an ideal opportunity 
for prompt action; it is an opportunity that does not 
knock at the diagnostic door again. No diagnosis is 
easier to make, no treatment easier to initiate. The 
physician to whom the bleeding patient first comes for 
advice is the one on whom the primary responsibility 
rests for proper management. 

It is unfortunately true that only too often the 
histories of uterine cancer patients show glaring errors 
of omission or commission in their. primary manage- 
ment. Pelvic examination has often been omitted 
entirely or inadequately performed. Sometimes post- 
ponement has been suggested “until the bleeding stops.” 
Patients have even been told not to worry—that the 
condition is one due merely to “change of life”"—and 
that an examination can be made “later on.” Of a 
score of patients coming into our clinic because of 
abnormal bleeding, the records show that 15 of them 
had received oral medication without examination, while 
5 had been given either “electrical treatments” or 
cauterizations or simply told to use a vaginal douche. 
Biopsy, curettage or reference to a gynecologist or 


clinic was never even mentioned. Facts like these. 


are not new; they are well known to the profession at 
large. 

In recent years a new hazard has gradually become 
evident. The current popularity and ease of administra- 
tion of glandular preparations has resulted in their 
indiscriminate and injudicious use in an attempt to 
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control abnormal uterine bleeding. Rapid advances 
have been made in the preparation and variety of potent 
endocrine products, both natural and synthetic in char- 
acter. The use of such products should be based on 
a sound knowledge of their respective physiologic 
properties. Adherence to scientific principles, accom- 
panied by honesty of purpose and fineness of judgment, 
is absolutely essential if good instead of harm is to 
result from their use. 

In no sense do we wish to disparage the possible 
benefits of carefully controlled endocrine medication. 
It is quite permissible to attempt to manage the func- 
tional bleeding of adolescence and the early reproductive 
period with endocrine therapy, including thyroid, 
together with adequate general measures, provided a 
careful physical survey of these younger women, includ- 
ing pelvic examination, has eliminated organic disease 
and that logical consideration has likewise been given 
to the physiologic reasons for using this or that endo- 
crine preparation. Even so, the possibility that such 
therapy may disturb the delicate endocrine balance of 
the individual should always be borne in mind. 

When abnormal bleeding is present during the late 
reproductive, menopausal or postmenopausal periods, 
there is much less justification for prolonged and 
experimental endocrine therapy, Well recognized radio- 
logic and surgical measures are available in such cases, 
not only for the relief of organic pelvic disease, but 
even for the correction of proved functional bleeding— 
measures that are surer and far less time consuming 
than prolonged and often indecisive endocrine therapy. 

In too many instances, by ascribing abnormal bleed- 
ing to purely functional causes, and without thorough 
investigation or even pelvic examination, endocrine 
preparations of various sorts are increasingly being 
administered to “cure” disorders that are really organic. 
Robert T. Frank, dean of gynecologic endocrinologists, 
in a comprehensive review relating to advances in endo- 
crine therapy, has commented particularly on errors of 
this sort. Tragically enough, cancer has frequently 
been found to be the real cause of the hemorrhage. 
When the cause has eventually been discovered to be 
due to a benign lesion, the situation may not yet be 
beyond effective control; with cancer at fault, the out- 
look is often hopeless because of such procrastination. 

These observations are not peculiar to us. They 
have been noted by others, and warnings such as these 
are being sounded more and more frequently in gyne- 
cologic presentations. To support this thesis and to 
emphasize our personal experience in these instances 
we will report in brief abstract the histories of 7 such 
patients who were observed in the gynecologic service 
of the Jefferson Medical College Hospital Philadelphia: 

Case 1—F. S., a quintipara aged 62, admitted April 19, 
1940 because of profuse bloody vaginal discharge and itching 
of six months’ duration, had had the menopause and cessation 
of periods twenty years before. Thyroidectomy had been done 
two years prior to admission. No pelvic examination had 
been made. Endocrine injections had been administered by the 
family physician for functional bleeding over a period of six 
months, when the patient sought hospital advice because of 
dissatisfaction with the management of her case. Examination 
revealed carcinoma of the cervix, group 3 (Schmitz). The 
histologic diagnosis was squamous cell carcinoma of the cervix, 
with a high grade of malignancy. External irradiation was 
done prior to local radium application. The patient recovered 
and has been living and well for four years without further 
symptoms. 


Frank, Advances in Endocrine Therapy, Am. J. Obst. & 
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Case 2.—F. M., a sextipara aged 50, admitted June 21, 1940 

because of vaginal bleeding of two years’ duration, had been 
given endocrine injections by the family physician for six 
months prior to admission, without pelvic examination, in the 
belief that the symptom was “due to the menopause.” Pelvic 
examination at this late date revealed an extensive cervical 
growth and the patient was sent to the hospital. Examination 
revealed carcinoma of the cervix, group 4 (Schmitz). The 
histologic diagnosis was squamous cell carcinoma of the cervix 
with intermediate grade of malignancy. External irradiation 
was done prior to local radium application. The patient died 
of carcinoma one year later. 
_ Case 3—M. V., a secundipara aged 48, admitted Dec. 6, 
1941 because of vaginal bleeding of six months’ duration, had 
had the menopause and cessation of periods one year before, 
when she received a series of endocrine injections simply “for 
the menopause” and without internal examination. Six months 
prior to admission vaginal bleeding began to occur at irregular 
intervals. Without pelvic examination, endocrine injections were 
again administered, and slight bleeding was noted almost every 
day. Finally a profuse vaginal hemorrhage took place and 
soon afterward the patient was sent to the hospital. Examination 
disclosed carcinoma of the cervix, group 3 (Schmitz). The 
histologic diagnosis was squamous cell carcinoma of the cervix, 
with an intermediate grade of malignancy. External irradiation 
was administered prior to local radium application. The patient 
died of carcinoma two years later. 

Case 4.—L. M., a secundipara aged 65, admitted Jan. 31, 
1942 because of continued vaginal bleeding following both 
radium therapy and external irradiation received in other 
hospitals for postmenopausal bleeding, the cause of which had 
never been diagnosed histologically, had had the menopause 
fifteen years before that. With the primary appearance of 
postmenopausal bleeding, two years prior to the radium appli- 
cation and x-ray therapy, and without pelvic examination, endo- 
crine therapy had been administered over a considerable period 
of time. When the patient was finally admitted to Jefferson 
Hospital, the histologic diagnosis of well advanced adenocarci- 
noma of the fundus, with an intermediate grade of malignancy, 
was made. External irradiation was administered, followed 
by local radium application. The patient died of carcinoma 
one year later. 

Case 5.—A. S., a septipara aged 50, admitted July 22, 1942 
because of continuous vaginal bleeding of seven months’ dura- 
tion with resultant profound anemia, had been regarded as a 
functional problem off and on for the previous ten years because 
of conspicuous obesity and intermittent periods of irregular 
uterine bleeding. During this time she had received numerous 
courses of endocrine injections as well as thyroid. Since a 
diagnostic curettage five years before had shown cystic hyper- 
plasia, the patient continued to be regarded as a functional 
bleeder until the resultant hemorrhagic state necessitated hos- 
pitalization. Examination revealed an intact cervix, but the 
fundus was symmetrically enlarged. Diagnostic curettage and 
microscopic study revealed adenocarcinoma of the fundus of 
low grade malignancy, and 4,800 mg. hours of radium was 
administered following the curettage. Because of extreme 
obesity, operation subsequent to the radium application was 
contraindicated and a second radium application of 4,800 mg. 
hours was carried out again four months later. The second 
curettage revealed residual adenocarcinoma of the endometrium 
with advanced degenerative change, but there has been no 
further bleeding to date. Recovery ensued. The patient has 
been living and well for two years. 

Case 6.—M. L., a primipara aged 44, admitted July 3, 1943 
because of irregular vaginal bleeding of three years’ duration, 
had been given endocrine injections for “menopausal bleeding,” 
without pelvic examination, for six months prior to admission 
by the family physician. Failing to improve, she was admitted 
to a hospital in her vicinity, where external irradiation was 
administered for carcinoma of the cervix, clinical group unre- 
corded. The patient was then referred to Jefferson Hospital 
for radium therapy. Examination revealed a lobulated but 
contracted vaginal vault with localized necrotic areas and 
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parametrial fixation, group 5 (Schmitz). The histologic diag- 
nosis was squamous cell carcinoma of the cervix, of low grade 
malignancy. Radium was applied locally, The patient recov- 
ered and has been well for one year. 

Case 7.—P. J., a primipara aged 40, admitted March 14, 1944 
because of profuse vaginal hemorrhage, had irregular vaginal 
bleeding for seven months. Without pelvic examination, a pro- 
tracted course of endocrine injections was given by the family 
physician over a period of six months. When an exsanguinating 
hemorrhage finally occurred, the patient was seen in consultation 
with other physicians, finally examined and sent to the hospital. 


Examination revealed carcinoma of the cervix, group 3 
(Schmitz). The histologic diagnosis was adenocarcinoma of 
the cervix. External irradiation was administered prior to 


local radium application. Recovery is undetermined at this date. 


It has been substantiated by the foregoing case 
reports that ill advised endocrine therapy, without 
thorough clinical study, is an important factor in the 
delayed diagnosis of uterine cancer. That the same 
inattention to accurate diagnosis may result in the post- 
ponement of adequate measures for benign conditions 
is well illustrated by the following reports of 2 patients 
recently admitted to the gynecologic service of the 
Jefferson Medical College Hospital. Such instances 
are not infrequent, but more cases need not be reviewed 
to clarify this particular point. 


Case &.—L. B., a tertipara aged 39, admitted Jan. 16, 1944 
because of menorrhagia and metrorrhagia of nearly two years’ 
duration, during which time she had been receiving endocrine 
injections from her physician for control of the bleeding without 
any preliminary or subsequent pelvic examination, finally became 
dissatisfied and consulted another physician, who immediately 
diagnosed fibromyomas of the uterus, together with papillary 
erosion of a lacerated, hypertrophied cervix. The patient was 
referred to the hospital and the diagnosis was confirmed. A 
complete abdominal hysterectomy was performed, with con- 
servation of both adnexa. The histologic diagnosis was multiple 
fibromyomas, subserous and submucous; papillary erosion of 
the cervix; endometriosis interna. The patient recovered. 

Case 9.—M. G., a secundipara aged 48, admitted March 7, 
1944 because of menorrhagia, metrorrhagia and pelvic discomfort 
of two months’ duration, had been given endocrine injections 
of various types regularly during that time by a physician's 
office nurse in a distant city without complete pelvic examination. 
When she returned to her home the patient’s family physician 
promptly examined her and detected fibromyomas of the uterus 
associated with endocervicitis, hypertrophy and cervical polypi, 
which diagnosis was confirmed on admission to the hospital. 
A complete abdominal hysterectomy with bilateral salpingo- 
oophorectomy and lysis of adhesions from a previous operation 
resulted in recovery. The histologic diagnosis was multiple 
fibromyomas, subsegous, intramural and submucous, with hyaline 
change; cervical erosion; endometriosis interna; follicular cysto- 
sis of the left ovary. 


Attention should also be called to the uterine bleed- 
ing that may result from excessive and continued 
dosage with estrogenic substances primarily prescribed 
to combat the vasomotor disturbances incident to cessa- 
tion of periods and the menopause. This type of 
bleeding is bound to be confusing, for the question 
immediately arises as to whether this substitution ther- 
apy is entirely responsible for the postmenopausal 
bleeding as an estrogenic “withdrawal” phenomenon 
or whether it is due to organic pelvic disease, particu- 
larly fundal cancer. Only a diagnostic curettage can 
settle definitely the problem thus created. Further- 
more, the possibility of a carcinogenic effect on the 
postmenopausal genitalia or breast, particularly where 
susceptibility or a familial history of cancer exists, and 
entirely apart from a preexisting cancer, must also be 
taken into consideration. For the same reason it would 


4 
. 


VotumeE 127 
UMBER 2 


seem inadvisable to aamimister endocrine therapy for 
the control of vasomotor symptoms occurring after the 
use of radium or x-rays for either benign or malignant 
pelvic conditions. 

As a matter of fact, many women exhibit little or no 
disturbance during the menopausal epoch. Quite a 
number of those who do complain of disagreeable vaso- 
motor symptoms may be made relatively comfortable 
by a rational explanation of the physiologic changes 
responsible for their annoyance, plus appropriate seda- 
tion and the reassurance of a negative pelvic examina- 
tion. Too often, however, the menopausal patient is 
led to believe that courses of “injections” continued 
over a long period of time are essential to her health 
and happiness. She may even be told to expect dis- 
agreeable phenomena with the advent of the “change 
of life” and such suggestions may come, not only from 
her intimates, but from her medical adviser as well. 

When, after thoughtful consideration, estrogenic ther- 
apy is believed to be essential for the control of dis- 
tressing menopausal phenomena that do not yield to 
the measures mentioned, it should be administered in 
the lowest possible dosage. Furthermore, “rest periods” 
of a week or so should be prescribed between courses 
of therapy, as advocated by Hepp * and others. When- 
ever so-called “withdrawal bleeding” occurs, its possible 
significance should be promptly appreciated. 


CONCLUSIONS 


1. Endocrine therapy, as shown clearly in this presen- 
tation, instituted to control abnormal uterine bleeding, 
without preliminary examination to exclude organic 
pelvic disease, has resulted in the delayed diagnosis of 
uterine cancer in far too many instances. 

2. A similar conclusion pertains to the delayed diag- 
nosis of benign pelvic conditions amenable to surgical 
or radiation therapy. 

3. The profession at large should be reminded con- 
stantly of the possible dangers and diagnostic confusion 
that may result from ill advised and injudicious endo- 
crine therapy employed for the control of gynecologic 
disorders. The importance of a comprehensive general 
-and pelvic examination to exclude organic lesions before 
instituting such therapy cannot be stressed too often or 
too forcefully. 

255 South Seventeenth Street. 


ABSTRACT OF DISCUSSION 


Dr. Epwarp D, ALLEN, Chicago: This paper reemphasizes 
the frequent lack of early diagnosis of bleeding from the genital 
tract of women. An appraisal of many of the extensive studies 
dealing with the treatment of carcinoma will reveal that in spite 
of the intensive educational program of the public and the medi- 
cal profession for the control of cancer there has been only a 
slight increase in the number of early carcinomas found over 
that of ten years ago. A tidal wave of endocrine therapy is 
sweeping the country just as the vitamins have done. I am 
expecting daily to hear a radio announcer say “Get estrogens 
at your neighborhood drug store, they are great for your hot 
flashes or any other ills peculiar to the female sex.” A large 
number of women of all ages have had hormones prescribed for 
them, without a complete physical examination, for everything 
from skin diseases inward. I do not believe we shall progress 
in the control of cancer of the female genital tract until we teach 
patients to demand pelvic examinations as a part of their routine 
check-up and to insist that doctors include it regularly in their 
complete physical examinations. To do this adequately we must 
start back in the mother-daughter contacts. One month ago I 
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treated with radium an extensive carcinoma of the cervix in a 
maiden lady who had been given estrogen for one year for the 
menopause before she was asked by her doctor for permission 
to make a vaginal examination. Our department has tried to 
enforce a rule to the effect that no patient is to receive hor- 
mones without a previous adequate pelvic examination. Every 
one seems to feel that the treatment of the menopause is so 
simple now that it needs no special knowledge or training. We 
have impressed the profession and the public with the advan- 
tages of the treatment of the menopause without at the same 
time stressing its dangers and disadvantages. Thousands of 
women between the ages of 35 and 65 are receiving hormones 
for bleeding presumably due to the menopause. We _ have 
abetted the assumption that almost anything that happens to a 
woman between these ages may be attributed to the menopause 
and have often ourselves forgotten at times that the menopause 
signifies cessation of menstruation. The vast majority of 
patients similar to those that Dr. Scheffey has presented have 
been overlooked not by lack of diagnostic acumen on the doctor’s 
part but by sheer inertia or hesitancy in making a pelvic 
examination. 

Dr. Joe Vincent Metcs, Boston: Nearly every patient one 
sees in the office with uterine bleeding near or at the menopause 
has at one time or another had “shots” or has taken “pink” 
pills. It is reasonable to expect that sometime a growth, per- 
haps a malignant growth, may result. Injudicious use of endo- 
crine therapy is to be condemned. It is true that large doses 
of estrogen or synthetic estrogen will occasionally check abnor- 
mal bleeding. The renal problem is as to whether it is safe 
to use such powerful treatment before a diagnosis has been made 
and whether one can wait to watch the result of such treat- 
ment. The chances of stopping the bleeding in cancer patients 
is not great, but benign bleeding will almost certainly cease. 
The danger is the possibility of obscuring a malignant tumor, 
and lack of appreciation of such a possibility may be extremely 
serious. For these reasons estrogen or diethylstilbestrol should 
not be given to patients until the “bleeding” is thoroughly 
explained. In young people, in the attempt to stop ovulation as 
a diagnostic test, and for “hot flashes” or menopausal symptoms 
in the older age group, estrogen is of real value. In the older 
age group with bleeding, such treatment is fraught with danger 
and should not be used until a curettage has demonstrated the 
absence of cancer. An endometrial biopsy is not sufficient. This 
method of deciding whether or not cancer is present is not 
sound and may result in missed diagnoses; and a missed diag- 
nosis may be fatal. I have had 2 patients who were given estro- 
gen in the form of diethylstilbestrol who had uterine cancer, 
one of the endometrium and one of the cervix, and a great deal 
of time was lost before proper treatment could be instituted. 
The proper method of approach to vaginal bleeding is a com- 
plete study of blood disorders, vitamin deficiencies, sympathetic 
nervous system abnormalities, and in all patients over the age 
of 30 a diagnostic curettage with removal of as much endo- 
metrium as possible. Endometrial biopsy is not sufficient. 
Estrogen should be given only to those who have proved benign 
bleeding and to patients with definite menopausal symptoms 
without bleeding. Too many women are regarded as having 
menopausal symptoms from the age of 30 upward. Synthetic 
estrogen treatment is inexpensive and easy but, although it 
seems simple, should be considered as dangerous until proved 
otherwise. 

Dr. JAMES ALBERT Corscapen, New York: To the diffi- 
culties of diagnosis brought about by the ‘injudicious use of 
estrogens should be added the possible etiologic factor which 
these substances may have. In the past year there have been 
several cases in which there was a close coincidence between 
the administration of large doses of estrogen and the carcinoma 
of the corpus which appeared a year or two later. In the 
cases of carcinoma of the uterus following many years after a 
radiotherapeutic menopause, uterine bleeding was the indication 
for treatment in all cases in the first instance, and there was a 
high incidence of cystic and glandular hyperplasia among those 
who subsequently developed carcinoma. These items suggest 
some relationship between estrogenic stimulation and the later 
development of carcinoma. 
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Dr. Kart H. Martztorr, Portland, Ore.: Since the mono- 
graph of Papanicolaou and Traut and more recently the article 
by Dr. Joe Meigs, reference to the stained vaginal smear test 
for detecting carcinoma of the cervix uteri is being made 
repeatedly. The test is not designed to take the place of tissue 
. removed for biopsy from the cervix with either the curet, the 
scalpel or the endothermy unit. It is designed primarily as an 
exploratory test to detect cancer provisionally where it may 
otherwise not be suspected. In the event that the stained smears 
arouse the suspicion of cancer, this must be verified by micro- 
scopic study of tissue properly obtained and prepared for micro- 
section. The test, in my estimation, has its limitations for these 
reasons: It requires one who knows how to stain these prepa- 
rations. After the stained preparation is once prepared, the 
matter of interpretation arises. I do not believe that the average 
pathologist, unless he has been studying vaginal smears, is 
qualified to interpret a stained vaginal smear with the idea of 
making a reasonably correct presumptive diagnosis of cancer. 
Finally, the element of time is nut inconsequential if these prepa- 
rations are to be carefully scrutinized by one who is not in more 
or less constant practice with this technic. The foregoing con- 
siderations are mentioned so that a technic as valuable as this 
may prove to be will not cause disappointment merely. because 
its purpose and field of usefulness are not appreciated. 

Dr. Ricwarp W. TeLinpr, Baltimore: Dr. Karnaky is one 
of the greatest advocates of diethylstilbestrol therapy. He has 
made a great many statements in the literature with which many 
of us do not agree. For instance, he said that bleeding fibroids 
can practically always be satisfactorily treated with diethyl- 
stilbestrol. He states that it is just a matter of getting the 
proper level of diethylstilbestrol. I think this is the place to 
thresh these things out. 

Dr. Kart Joun Karnaky, Houston, Texas: When I first 
discovered that diethylstilbestrol would stop uterine bleeding I 
did not think that some doctors would use diethylstilbestrol to 
stop uterine bleeding and not take a biopsy of the endometrium 
or even do a pelvic examination. I fully agree with Dr. 
Scheffey on this matter. Diethylstilbestrol in sufficient doses 
will stop uterine bleeding in a few hours. Previously there was 
nothing that could be taken by mouth that would stop dysfunc- 
tional uterine bleeding quickly. In such cases my associates and 
I give five 5 mg. to twenty 5 mg. tablets (25 to 100 mg.) now 
and 10 to 25 mg. every fifteen minutes until the bleeding stops 
and then 5 to 10 mg. every night for thirty to sixty nights by 
mouth. We have done thousands of laboratory tests on over 
3,000 patients receiving diethylstilbestrol. In all the tests we 
have been unable to find any damage from diethylstilbestrol. 
Our latest work on uterine bleeding and diethylstilbestrol may 
be found in the December 1943 issue of the Journal of Clinical 
Endocrinology. In this paper I reported over 500 cases of 
dysfunctiona! uterine bleeding treated with diethylstilbestrol. I 
have devised a series of charts based on the theory that at a 
certain estrogenic level the woman menstruates or bleeds. 
Above this level, as during pregnancy and between menstrual 
flows, she is amenorrheic. During menstruation or uterine 
bleeding her estrogenic blood level is in the estrogenic bleeding 
level. Below this estrogenic level, as before puberty and after 
the menopause, she is amenorrheic. This is the basis for the 
use of diethylstilbestrol for uterine bleeding. By giving diethyl- 
stilbestrol one raises the estrogenic blood level out of the estro- 
genic bleeding level, and so the bleeding stops and the ovaries 
undergo temporary atrophy. I wish to emphasize the statement 
of the Council on Pharmacy and Chemistry of the American 
Medical Association that “estrogens are to be used to control 
the uterine bleeding until the cause can be found.” 

Dr. U. J. Satmon, New York: To the list of instances in 
which injudicious endocrine therapy has been instrumental in 
delaying the diagnosis of uterine cancer, already discussed, I 
should like to add the danger of assuming that uterine bleeding 
which occurs during the course of estrogen therapy administered 
for the relief of menopausal symptoms is attributable to the 
estrogens alone, thus possibly overlooking a uterine cancer, and 
the danger of treating abnormal uterine bleeding with androgens 
without a preliminary diagnostic curettage. I have attempted 
to avert both these dangers by performing an endometrial biopsy 

in every case of bleeding which occurs during the course of 
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estrogen therapy, followed by a diagnostic curettage if the bleed- 
ing persisted, and also by performing an endometrial biopsy or 
curettage in every case of menorrhagia and metrorrhagia before 
instituting any form of endocrine therapy. In 1 instance, in 
this manner, an unsuspected corpus carcinoma was discovered 
in a patient who had developed bleeding following dicthyl- 
stilbestrol therapy. Both the estrogens and the androgens are 
valuable therapeutic agents for properly selected cases. It is 
regrettable that their injudicious use has led to some tragic 
mistakes. However, we should not condemn endocrine therapy 
because of mistakes committed by the misguided or inexperi- 
enced. By drawing attention to these mistakes and to the 
methods of averting them the authors have rendered an invalu- 
able service to both the profession and the public. 

Dr. Lewis C. Scuerrey, Philadelphia: I am grateful to 
those of the section who have discussed this paper. The point 
we wanted to make is that, unless every doctor refuses to give 
endocrine therapy for abnormal uterine bleeding until examina- 
tion has excluded organic pelvic disease, he has not done his 


duty, first to the patient, and second to the science and practice 
of medicine. 
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The absorption and distribution of penicillin in the 
various body fluids after parenteral injection and the 
duration of its survival in body fluids or cavities under 
normal and pathologic conditions are questions of con- 
siderable interest in penicillin therapy. Although some 
studies have been made in certain cases, there has 
apparently been no method for penicillin titer of such 
body fluids easily applicable to routine observations in 
clinical cases. In this paper we report the results of 
observations made on penicillin levels in the blood 
serum and other body fluids by the use of a relatively 
simple method which has yielded apparently consistent 
results and some useful information. The patients 
studied were for the most part infants and children in 
the St. Louis Children’s Hospital who were receiving 
penicillin therapy and in addition a few adults from 
the medical service of Barnes Hospital orf whom obser- 
vations were made through the kindness of Dr. 
W. Barry Wood Jr. and his assistants. 

The method of testing the titer of penicillin in the 
body fluids has been described in a separate paper ' 
and consists in determining the smallest amount of 
the fluid which will produce complete inhibition of a 
standard strain (209) of Staphylococcus aureus, Such 
complete inhibition of this strain occurs regularly 
with 0.02 unit of standard penicillin when 0.1 cc. 
of a penicillin solution is used in the test so that 
0.02 unit in 0.1 cc. or 0.2 unit per cubic centimeter 
is the lowest penicillin titer easily recognized by the 
method. In occasional instances we have used 0.2 cc. 
of fluid in the test, so that 0.1 unit per cubic centi- 
meter could be detected. Since our chief interest lay 
in the detection of conditions favoring the production | 
of higher penicillin levels and gross rather than minor 
variations in penicillin concentration during therapy, 
the titer levels routinely were in relatively wide steps. 
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Usually 0.1 cc. of undiluted fluid, of 1 in 2, 1 in 5 and 
i in 10 dilutions were used, corresponding to 0.1, 
0.05, 0.02 and 0.01 ce. respectively, and the lowest 
dilution giving complete inhibition was called the titer 
or level and expressed in units per cubic centimeter as 
0.2, 0.4, 1 and 2 units. It is apparent that these titers 
actually indicate minimum levels, since, for example, 
0.4 is more than 0.4 but less than 1 unit per cubic 
centimeter. In some cases additional dilutions giving 
more exact levels were done, but in general it was felt 
that except in special instances the information obtained 
by determining the titer within 0.1 or 0.2 unit per 
cubic centimeter at the higher levels would not justify 
the additional technical work involved. 

A few general statemeuts may be made regarding the 
material and the results. 

It is apparent that one of the most important factors 
in the penicillin level is the time that has elapsed since 
the penicillin was injected, and it is therefore important 
to supplement any figures by supplying this elapsed 
time. Consequently we will speak of “one hour” or 
“two hour” blood (serum) levels to indicate that peni- 
cillin was injected one or two hours before the speci- 
men was taken and twenty-four hour spinal fluid levels 
when the specimen was taken twenty-four hours after 
an intrathecal injection. In this connection it may 
be mentioned that in the routine administration of 
penicillin at stated intervals by nurses in a busy service 
and with reduced wartime personnel there may at times 
be some irregularity in the time the dose was given. 
We have felt that an occasional discrepancy in the blood 
penicillin level might be related to some such irregu- 
larity, but the general results have been so consistent 
that this has apparently played a minor role. An 
interesting example might be cited in which we were 
much disturbed to find a three hour blood level higher 
than the two hour blood level, but on investigation it 
was learned that the patient by mistake had been given 
a dose of penicillin at the end of two hours. 

The potency of the penicillin used in therapy has not 
been tested routinely, but we have tested the commercial 
products at times and in 10 instances have found that 
the titer was identical with a standard penicillin while 
occasionally it was higher. Only once was a product 
tested and found defective. At one time, soon after 

nicillin was made available, some of our routine blood 
evel tests showed only traces of penicillin. An exami- 
nation of the particular preparation. used on these chil- 
dren gave a titer of only about one-fourth its rated 
potency. With this single exception we have no obser- 
vations which would indicate that the penicillin used 
was not of standard strength. 

The unit dosage of penicillin used in infants and 
children is much higher as compared with the body 
weight than in adults and gives an opportunity to 
observe the effect of such relatively larger doses. For 
this reason we have included the body weight and some- 
times the approximate units per kilogram dosage. In 
general, however, no proportional relationship was 
noted attributable directly to the units per kilogram 
dosage. 

The results to be presented are taken from about 
1,000 penicillin determinations of various body fluids 
over a period of months on more than 40 patients, most 
of them infants and children. Many of the tests were 
done as routine blood levels on patients receiving peni- 
cillin for various acute infections and were duplications 
which served only to confirm the reliability of the 
method. Although certain of the observations were 
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made from deliberately planned experiments of peni- 
cillin injections, in most instances the tests were adapted 
to the routine clinical penicillin therapy. For this 
reason there were certain omissions of observations 
which might have been of interest. 

For the purpose of presentation and discussion, we 
have divided the observations into several groups deal- 
ing with the penicillin concentrations found in various 
fluids under different conditions. Certain of these are 
sufficiently similar to allow them to -be tabulated, but 
in other categories the conditions in different patients 
varied so much that it is necessary to describe briefly 
some of the individual cases. No attempt will be made 
to discuss the clinical effect of penicillin therapy in 
the patients, but in most of them it was quite satis- 
factory in curing the infection. 


BLOOD CONCENTRATION CURVE OF PENICILLIN 
AFTER ADMINISTRATION BY VARIOUS ROUTES 


The usual method of injecting penicillin is intra- 
muscularly, and we have followed the blood levels at 
intervals on a number of patients after varying doses 
by this route. In table 1 are collected 23 separate 
blood curves on 14 patients, in some of whom the 
levels after intramuscular injection are compared with 
those after subcutaneous administration while others 
received only intramuscular or subcutaneous penicillin. 
In 1 case the levels after an intravenous dose were 
compared with those found after intramuscular and 
subcutaneous injection. Most of these patients had 
been receiving penicillin regularly for a period of days 
in doses of from 300 to 2,800 units per kilogram of 
body weight when the observations were made, although 
2 were given only a single large dose. 

In general, the results are consistent in showing 
that both with intramuscular and with subcutaneous 
injections of penicillin the highest blood level occurs 
within thirty minutes and by one hour it has fallen 
almost 50 per cent, while in the second hour the drop 
is still more striking. In the tests made ten minutes 
after the injections also no striking differences were 
noted between the intramuscular and subcutaneous 
routes, and it was rather surprising that such rapid 
absorption took place as indicated by titers of more 
than 0.5 unit per cubic centimeter. In the single 
patient (Louise F., table 1) in whom the penicillin 
blood levels were followed after an intravenous injec- 
tion, the highest level (2 units per cubic centimeter) 
was found at ten minutes, as was to be expected. It 
was of interest, however, that the half hour and one 
hour levels were essentially the same as those after 
intramuscular and subcutaneous injection of the same 
dose of penicillin in this patient. We have had no 
opportunity to follow the blood penicillin levels after 
continuous intravenous or continuous subcutaneous 
administration. 

The subcutaneous injection of penicillin therapeuti- 
cally has not been recommended because of the belief 
that by this route absorption was slower and more 
irregular than after intramuscular injection and that 
such injections were more painful. The observations 
recorded in table 1 show no evidence of any difference 
in absorption between the two methods if one can 
judge by the blood levels attained. In our experience 
the subcutaneous injections have produced only a slight 
burning sensation taatitig a short time and have not 
caused more discomfort than intramuscular injections. 
Indeed, several adults on whom both kinds of injection 
were used stated that the subcutaneous was less ray 
ing. The 2 children Janet C. and Charles H. (table 1) 
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who received single doses of 25,000 and 100,000 units 
respectively by the subcutaneous route made little objec- 
tion to the procedure. The penicillin blood levels in 
these 2 subjects varied somewhat from the other 
patients who had been receiving regular injections. In 
1 (Janet C.), who was given 25,000 units, the half 
hour and one hour levels were identical (0.8 unit per 
cubic centimeter) while in the second (Charles H.), 
who got 100,000 units, the one hour level (4 units per 
cubic centimeter) was ten times that found at one-half 
hour and at one hour (0.4 unit per cubic centimeter ). 
We have no explanation to offer for these differences 
except the possibility that single large doses may react 
differently from continued regular injections. Some 
observations which suggest that the levels tend to be 
higher after repeated injections will be mentioned later. 

One discrepancy appears in 3 patients (Robert H., 
Iola B. and Dr. V.) listed in table 1, in whom very 
much lower blood levels were attained than expected 
from the dosage of penicillin given and when com- 
pared with all the other patients studied. All 3 had 
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meter or less, but in most of the children receiving 
penicillin regularly every three hours and followed for 
a number of days the blood level at two and one-half 
to three hours after a penicillin injection has often 
been from 0.2 to 0.4 unit per cubic centimeter and 
occasionally has been as high as 1 unit. This is illus- 
trated in table 2, in which most of the patients were 
older children and also in table 4, in which only infants 
are included. The units of penicillin per kilogram of 
body weight given intramuscularly is indicated, but 
this appears to bear no relation to the three hour level 
in the blood. 

The final disappearance of penicillin from the blood 
at least to the point where it can no longer be recog- 
nized by the method used is of some interest, although 
it seems doubtful if such smali amounts could be of 
therapeutic value. In only 3 children have we made 
tests at intervals of two or three hours after the dis- 
continuance of intramuscular therapy. In 1 0.1 unit 
per cubic centimeter (the lowest titer possible by the 
method used) was found at four hours but not at six 


Tasi_e 1.—Blood Penicillin Curves After Administration by Various Routes 


Penicillin Blood Penicillin Levels, Units per Ce. 
Weight, Units per 
Patient Age Kg. Dosage Kg. Interval] Route 10 Min. 30 Min. 1 Hr. 2Hr. # 3Hr. 
Louise F. . Adult 55 20,000 350 2 hr. Intramuscular dew 1.0 0.6 0.1 ded 
60,000 1,100 2 hr. Intramuscular 0.6 1.4 1.0 0.2 ete 
60,000 1,100 2 hr. Subeutaneous 0.6 14 0.8 0.2 ae 
60,000 1,100 2 hr. Intramuscular 6.5 1.0 0.6 0.2 ins 
60,000 1,100 2 br. Subcutaneous 0.8 1.2. 0.6 0.2 ope 
60,000 1,100 intravenous 2.0 14 0.4 0.2 
Delores M............... 3 mo. 3.5 10,000 2,800 1 br. Intramuscu 14 0.6 
10,000 2,800 1 hr. subcutaneous 1.2 0.6 
Robert H. .............. 9 yr. 22.6 10,000 450 3 hr. ntramuscular 0.2 0.4 0.2 dale 
10,000 450 3 hr. Subcutaneous 0.2 0.4 0.2 ae 
ing Adult 55 30,000 550 3 hr. ntramuscular 0.4 0.2 0.2 
30,000 550 3 hr. Subcutaneous ees 0.4 0.2 0.2 
David B, ................ 2 yr. A 5,000 375 2 hr. ntramuscular 1.6 0.8 eas res 
10,000 750 2 hr. Intramuscular 18 
John W.. % yr. 16.8 10,000 600 3 hr. ntramuscular 1.0 nee 0.4 
Adult 20,000 450 2 hr. Intramuscular 0.4 0.4 0.2 
WG Adult 72 20,000 300 2 br. Intramuscular 0.4 0.2 0.2 
Olarence J. .......6.05. ‘ Adult 7 20,000 300 8 hr. Intramuscular 1.0 0.6 0.1 
Wayne C. ............005 2 yr. 12.5 10,000 800 3 br. Subcutaneous oe 12 0.8 0.2 
14 yr. 35 10,000 300 8 hr. Subcutaneous ane 0.8 0.5 
George W. 12 yr. 33 10,000 300 3 hr. Subcutaneous 0.6 0.2 0.1 
ap 12 yr. 28.6 25,000 900 Subcutaneous 0.8 0.8 0.2 
7 yr. 20 100,000 5,000 Subcutaneous 0.4 4.0 
* Single dose. 


received penicillin regularly for some time with rela- 
tively little clinical effect. One (Robert H.), who had 
received 500,000 units in an experimental study, had 
generalized sarcomatosis, so that no clinical change 
could be expected. The 2 others, however, had local- 
ized infections which showed little change during the 
therapy. One possibility that suggested itself for the 
low levels observed was that the penicillin preparation 
they were receiving at the time the tests were done 
was below standard. This seems much less likely, 
however, than the possibility that some individuals do 
not attain the usual blood levels from causes not yet 
understood. These observations suggest that especially 
in patients who are not showing the desired clinical 
response to penicillin therapy it would be of some value 
to determine by testmg whether penicillin was present 
in the blood at the expected level. 


The disappearance of penicillin from the blood seems” 


to be much more irregular than the initial rise in blood 
levels after injection. In table 1 it will be noted that 
the two hour blood penicillin level in most of the cases 
shown has a tendency to be around 0.2 unit per cubic 
centimeter. Tests done on other patients after two 
hours show considerable variation. In some we have 
found the three hour level to be 0.1 unit per cubic centi- 


hours, in another 0.1 unit was found at six hours but 
not at nine hours, while in the third 0.1 unit was found 
at eight hours although no later tests were done. These 
observations indicate that in the occasional case peni- 
cillm may be recognized for as long as eight hours after 
the last intramuscular injection. 


THE EXCRETION OF PENICILLIN FROM THE 
BLOOD INTO THE SPINAL FLUID 


Previous observations have indicated that penicillin 
does not pass readily into the spinal fluid from the 
blood stream in adults. Our observations have been 
made in infants from 4 to 34 months of age who 
received relatively much larger doses of penicillin (500 
to 5,000 units per kilogram of body weight) than 
usually given to adults. The results are given in 
table 3, in which observations on 9 patients are shown. 
All were given penicillin intramuscularly except 1, who 
received an intraperitoneal injection. In 4 of the 9 cases 
0.1 to 0.4 unit of penicillin per cubic centimeter was 
found in the spinal fluid from fifteen minutes to one 
hour after the intramuscular injection. All of these 
had acute meningitis. In the infant given penicillin 
intraperitoneally 0.2 unit per cubic centimeter was found 
four hours after the injection: 
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These observations indicate that when relatively large 
doses of penicillin are given intramuscularly it may be 
found in the spinal fluid within fifteen minutes to one 
hour but tends to disappear after one and one-half 
hours. It may be that penicillin is reabsorbed from 
the spinal fluid. In a single observation penicillin was 
present in the spinal fluid four hours after a large intra- 
peritoneal injection. 

There is a pronounced discrepancy between the small 
amount of penicillin found in the spinal fluid after intra- 
muscular injections and the much higher titer in the 
pleural, peritoneal and subcutaneous tissue fluids to 
be mentioned later. This is apparently due to the fact 
that penicillin must be secreted into the spinal fluid 
probably through the choroid plexus and is not a simple 
osmotic diffusion from the blood, as occurs in the other 
fixed body fluids. 


PENICILLIN LEVELS IN THE SPINAL FLUID 
AFTER INTRATHECAL INJECTION 

In a small group of 7 infants with acute meningitis 
we have made daily observations on the penicillin level 
of the spinal fluid approximately twenty-four hours 
after intrathecal injection. All were receiving 10,000 
units of penicillin once daily intraspinally, and most 
of the time 10,000 units was also given intramuscularly 


TaBLE 2.—Daily Penicillin Blood Levels in Children After 
Intramuscular Injections Every Three Hours 


Penicillin 
A- oO. 
Weight, Units Blood Level of 
Age e om A. ~ Daily 
Name yr. Kg. Dose ke. 2Hr. 3Hr. 4Hr. Tests 
ee A R. eeoee 8.9 2,500 280 . 0.1 to 0.2 eee 2 
Judith M..... 5 19.0 5,000 260 0.4 eae ~ eee 4 
5,000 260 0,4 8 
Gayle G...... 8 31.8 5,000 150 0.4 7 
y M...... 13 41.8 5,000 120 0.4 4 
10,000 240 1.0 2 
Ruth P.. 13 87.2 10,000 260 0.4 wii 12 
John L.. ll 27.2 000* 730 aan 0.4. ll 


* Every 4 hours only. 


every three hours. . The results of these observations 
have been collected and summarized in table 4. It will 
be noted that the twenty-four hour penicillin level in 
the spinal fluid tends to remain relatively constant in 
the same child during the period of therapy. This 
level is higher and may reach 1 to 2 units per cubic 
centimeter in the smaller babies who got relatively 
larger doses intrathecally and lower (0.2 to 0.4 unit 
per cubic centimeter) in older infants. 

The possible influence of continued intramuscular 
injections on maintaining a higher spinal fluid peni- 
cillin level during intrathecal treatment has been con- 
sidered, but we have no definite observations which 
tend to confirm this. In 2 of the patients (Jean LaR. 
and John M.) shown in table 4 the intramuscular peni- 
cillin injections were discontinued for a period of a 
week or more during the an. of therapy without 
producing any decrease in the titer of penicillin in the 
spinal fluid. 

Concerning the persistence of penicillin in the spinal 
fluid after stopping the intrathecal injections, obser- 
vations were made on only 2 patients in table 4. One 
was a younger infant with high spinal fluid penicillin 
levels who continued to receive penicillin intramus- 
cularly after discontinuance of the intrathecal treat- 
ment, which may have had some influence on the 
persistence of penicillin in the spinal fluid. This child 
(Virginia S.) had a twenty-four hour level of 2 units, 
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while the forty-eight hour and seventy-two hour levels 
were 0.4 unit, and at ninety-six hours the titer was 
less than 0.2 unit per cubic centimeter. The other 
patient (John M.), an older infant with a penicillin 
level of 0.1 to 0.4 unit per cubic centimeter in the spinal 
fluid, had had the intramuscular therapy discontinued 


TABLE 3.—Passage of Penicillin from Blood into Spinal Fluid 


Penicillin Units Penicillin, 
Intramuscularly Interval Units per Ce. 
ore 


Name; -— 
Age, Wt., Units Specimen Spinal 
Mo. Kg. Total per Kg. ken Blood Fluid Diagnosis 
Robert F. 20,000 1,300 10 01 Acute meningitis; 
bb pheumococcus XIV 
Michael B, 10,000 500 min. eee 0.2 Acute meningitis; 
19 7 meningococcus 
Oliver O. 20,000 2,000 30min. 10 —0.1 Acute meningitis; 
16 101 pneumococeus IV 
Edw. H 20,000 5,000 30min. ove 0.1 Acute meningitis; 
1% 4.1 pneumococcus 
Dennis K. 20,000 2,500 30min. —0,2 Acute pericarditis; 
14 8.2 . pneumococcus VI 
John M. 20,000 2,300 lhr. (30min.) 04 Acute meningitis; 
14 8.8 0.4 pneumococecus XIIT 
Jean LaR. 20,000 3,300 ihr. —0.2 Acute nephritis and 
4 6.1 peritonitis; pneu- 
mococcus I 
10,000 1,100 2hr. —0.1 Acute nephritis 
Vernon ©. 20,000 1,050 4hr. 02 Acute nephritis 
1 


* Intraperitoneally. 


three days before the intrathecal penicillin was stopped 
without reduction in the spinal fluid penicillin titer. In 
twenty-four hours after the intrathecal penicillin was 
discontinued the spinal fluid level was 0.2 unit per 
cubic centimeter, but in forty-eight hours there was 
less than 0.1 unit. The only conclusion drawn from 
these observations was that penicillin may persist in 
the spinal fluid for as long as seventy-two hours after 
intrathecal injections have been discontinued. 

few observations have suggested that in both the 
blood and the spinal fluid the levels of penicillin may 


TABLE 4.—Blood and Spinal Fluid Penicillin Levels in Infants 
with Acute Meningitis Receiving 10,000 Units 
Every Three Hours Intramuscularly and 
Once Daily Intrathecally 


Penicillin Levels 


Units Units per Ce. Num- 
r 
Penicillin Spinal of 
Age, Wt., Fluid Daily Infecting 
Name Mo. Kg. 2 Hr. 24Hr. ‘Tests Organism 
Edna W. 2% 48 2,000 1.0 1.0* Hemolytic 
streptococcus 
Raymond P. 3 64 780 0.1¢ 2.0 Staphylococcus 
us 
Virginia S. 4 6.0 1,600 0.2to0.4 0.4 to 2.0 
ype 


6 
2 
19 
Jean LaR. 4 6.1 0.2to0.4 32 Pnenmococcus 
type I 
33 
22 


John M. 88) O2to04 01to04 Pneumococcus 
type XXIII 

Oliver O. 10.1 1,000 06.2to04 0.1 to 0.2 Pneumococcus 
type 

Michael B. 16 17.0 600 0.2to04 0.1to0.2 11 Meningococcus 


* Intrathecal dosage 20,000 units. 
t Intramuscular dosage 5,000 units. 


be slightly higher after several days of administration 
than following the initial doses. This possibility is 
suggested by the following cases, but we have not had 
the opportunity to confirm it further : 

Ruth W., aged 12 years, with Rocky Mountain spotted fever, 
was given 10,000 units of penicillin intramuscularly every two 
hours. After the first injection the blood level at the end of 
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one hour was 0.8 unit per cubic centimeter, while after twenty- 
four hours of receiving 10,000 units every two hours the peni- 
cillin level at the end of one hour was 2.0 + units per cubic 
centimeter. 

Delores M., an infant aged.3 months with congenital syphilis, 
was given 10,000 units subcutaneously every hour for a period 
of a week. Three tests of the one hour blood level on the first 
day of the injections all showed 0.8 unit per cubic centimeter, 
on the third day of injections the level was 1.4 units and on 
the eighth day of injections the one hour level was again 0.8 
unit. 

George W., a boy aged 12 years with meningococcic menin- 
gitis, received 10,000 units of penicillin every three hours sub- 
cutaneously and 10,000 units once daily intrathecally. During 
‘the first four days of this regimen less than 0.1 unit per cubic 
centimeter of penicillin was found in the spinal fluid twenty-four 
hours after the intrathecal injection, but on the fifth and sixth 
days the twenty-four hour spinal fluid level was above 0.1 unit 
per cubic centimeter. 


THE CIRCULATION OF PENICILLIN 
CEREBROSPINAL FLUID 
Only a few observations were possible on the 
diffusion or circulation of penicillin in the cerebrospinal 
fluid after intrathecal injections. These indicated that 
penicillin passes readily from the spinal meninges to 
the cerebral meninges but less readily from the cerebral 
meninges to the spinal meninges. Both children on 
whom these observations were made had fulminating 
pneumococcic meningitis and lived less than eight hours 
after admission : 


IN THE 


Robert F., aged 34 months, with acute pneumococcic (type 
XIV) meningitis, was given 10,000 units of penicillin in the 
lumbar spine at 2:15 p. m. Six hours later the lumbar spinal 
fluid showed 1.0 unit of penicillin per cubic centimeter, and 
an additional 10,000 units was given. Death occurred in thirty 
minutes, and cisternal fluid obtained immediately post mortem 
showed 1.0 unit. 

Edward H., aged 6 weeks, weighing 4.1 Kg., with acute 
pneumococcic (type V) meningitis, received 10,000 units of 
penicillin by the lumbar route, and fifteen minutes later a 
cisternal puncture showed 10.0 units per cubic centimeter. At 
this time 10,000 units was injected intracisternally, and at death 
six and one-half hours later the ventricular fluid showed 20.0 
units, the cisternal fluid 10 units and the lumbar spinal fluid 
0.2 unit per cubic centimeter. 


THE ABSORPTION OF PENICILLIN FROM 
THE PERITONEUM 

We have made only one observation in which the 
absorption of penicillin into the blood after intraperito- 
neal injection was followed. This patient (Vernon C.), 
a boy aged 214 years with acute hemorrhagic nephritis 
and generalized edema with ascites, had pneumococcus 
type V in the blood and ascitic fluid. He was given 
20,000 units of penicillin intraperitoneally, and blood 
taken one, two, three and four hours later showed less 
than 0.1 unit per cubic centimeter. At six and again at 
eight hours after the injection, however, the blood con- 
centration was 0.1 unit, and at six hours 0.1 unit was 
found in the edema fluid obtained from the subcu- 
taneous tissues of the leg. Later tests of the blood, 
ascitic and edema fluids are discussed later (table 5). 


THE PRESENCE OF PENICILLIN IN ASCITIC, 
PLEURAL AND SUBCUTANEOUS FLUIDS _ 
AFTER INTRAMUSCULAR INJECTION 
In 5 children with the nephrotic type of chronic 
nephritis and generalized edema, observations were 
made on the blood, ascitic fluid and subcutaneous edema 
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fluid after continued intramuscular injection of moder- 
ately large doses of penicillin, In none of these patients 
was there an increase in blood nonprotein nitrogen, 
although all of them had hypoproteinemia. As was to 
be expected, the concentration of penicillin in these 
body fluids was quite similar. The variations in some 
of the figures given are probably not so great as they 
appear because of the method of titration. For example, 
as previously mentioned, “0.4 unit” means “more than 
0.4 but less than 1.0 unit,” while “1.0 unit” means 
“more than 1.0 unit but less than 2.0 units,” since it 
was not always possible to do titrations within shorter 
ranges. 


Dana C., an infant aged 18 months, weighing 9 Kg., developed 
an acute infection of the ascitic fluid by Escherichia coli. 
Before the nature of the infecting organism was recognized 
she received two intramuscular doses (20,000 units each) of 
penicillin. Approximately two hours after the second injection 
the blood and also the ascitic fluid showed 0.4 unit of penicillin 
per cubic centimeter. Of particular interest was the fact that, 
in the test plates with the ascitic fluid, colon bacillus colonies 
grew on the 2 by 5 cm. “window” on which the fluid was placed, 
although sufficient penicillin was present in this fluid to inhibit 
completely the Stapylococcus aureus (209) inoculum in this 
area. The colon infection was quickly controlled by sulfanil- 
amide. 

John W., aged 20 months and weighing 12 Kg., was being 
given 10,000 units of penicillin intramuscularly every three 
hours for an intercurrent acute tonsillitis. The blood showed 
1.0 unit thirty minutes after an intramuscular injection, while 
one hour after the injection the ascitic fluid and edema fluid 
showed 0.4 unit per cubic centimeter; at two hours the blood 
was 0.4 unit, and the edema fluid was 0.2 unit. 

David B., aged 2 years and weighing 13.4 Kg., received 
10,000 units of penicillin every three hours intramuscularly. 
One-half hour after an injection both blood and ascitic fluid 
showed 1.8-+ units of penicillin per cubic centimeter. Later, 
while receiving 5,000 units every two hours, samples of blood 
and ascitic fluid taken one hour after an intramuscular injection 
showed 0.8 unit in the blood and 0.4 unit per cubic centimeter 
in the ascitic fluid. 

Vernon C., aged 2% years and weighing 12 Kg., with 
decreased serum protein (3.6 Gm. per hundred cubic centimeters) 
and slightly increased blood nonprotein nitrogen (32 mg. per 
hundred cubic centimeters), had pneumococcus (type V) isolated 
from the blood and ascitic fluid, for which he was given 10,000 
units of penicillin every three hours for a period of eight 
days. Samples of blood, ascitic fluid and edema fluid were 
collected at approximately the same time daily, and the penicillin 
level was determined. This collection varied from one and 
one-half to two and one-half hours after an intramuscular 
injection. The results of the various days’ observations are 
shown in table 5, in which it will be noted that all fluids varied 
from 0.4 to 1.0 unit per cubic centimeter during the period 
of penicillin injections. It is of some interest that twenty-four 
hours after the last intramuscular penicillin was given 0.1 unit 
per cubic centimeter was found in the edema fluid but less than 
0.1 unit in the blood and ascitic fluid. 

Doris D., a girl aged 5 years and weighing 21 Kg., developed 
a purulent right pleuritis and peritonitis due to an unidentified 
gram negative diplococcus also present in blood cultures. As 
shown in table 6 this child, in addition to receiving 10,000 units 
of penicillin every three hours intramuscularly, was given an 
additional 10,000 units intrapleurally and 10,000 units intra- 
peritoneally once daily. Penicillin titers of the blood and 
subcutaneous edema fluid were quite similar as in the previous 
cases. The levels in the pleural fluid and ascitic fluid taken 
twenty-four hours after the pleural and peritoneal injections 
were high (1 to 5 units) during the three days of continued 
therapy, although less than 0.2 unit was found in the spinal 
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fluid on one of these days. Twenty-four hours after discon- 
tinuance of the intramuscular injections less than 0.2 unit per 
cubic centimeter of penicillin was found in all fluids. 


This suggests very strongly that penicillin injected 
into the pleural and peritoneal sacs is absorbed and 
excreted much more rapidly when the blood and body 
tissues contain no penicillin than when the penicillin 
level of the serum and body fluids is being kept up 
by absorption from continued intramuscular injections. 
In spite of the high levels shown, the organism was 
readily grown from the blood and purulent exudates 
for four days, so that its sensitivity to penicillin was 
not great, although cultures became negative after the 
fourth day of treatment. 


INCREASE IN PENICILLIN CONCENTRATION IN 
BODY FLUIDS DURING RENAL INSUFFICIENCY 
In 2 patients receiving penicillin we have had the 
opportunity to compare the penicillin levels in the blood 
during periods of renal insufficiency with those obtained 
during apparently normal renal function: a young baby 
with urinary infection and obstruction who showed 
high penicillin blood levels during a period of nitrogen 
retention and hypoproteinemia, followed by a pro- 
nounced fall in blood penicillin level coincident with 
the return of renal function to normal, and an adult 
with pneumococcic meningitis on whom the usual levels 
of penicillin in the blood and spinal fluid were obtained. 
A few weeks later during an almost complete anuria 
with pronounced increase in blood nonprotein nitrogen 
the levels of penicillin in both the blood and spinal 
fluid reached a very much higher titer. Brief sum- 
maries of these two cases will supply the essential 
details of the observations: 

Thomas B., aged 44 months and weighing 5.9 Kg., had 
congenital bladder neck obstruction, hydronephrosis and bladder 
diverticulum requiring suprapubic cystostomy. A cystitis with 
Staphylococcus aureus septicemia developed, and the infection 
subsided later after therapy with sulfamerazine ‘and penicillin. 
During the early stages of infection there was obvious renal 
insufficiency and hypoproteinemia with generalized edema. The 


TABLE 5.—Comparison of Blood, Ascitic Fluid and Subcutaneous 
"Edema Fluid Penicillin Levels in a Two and One-Half Year 
Old Child with Nephrotic Type of Acute Nephritis (Ver- 
non C.) Who Received 10,000 Units Intramuscularly Every 
Three Hours 


Penicillin Unite per Ce. 
Date Serum Ascitic Fluid Edema Fluid 
March 18, 1.0 0.4 
20 0.4 0.4 1.0 
21 ‘ 1.0 1.0 0.4 
25 10 0.4 0.4 
26* —0.1 0.1 


* No penicillin given for 24 hours. 


nonprotein nitrogen ranged from 36 to 52 mg. per hundred 
cubic centimeters and the plasma protein was 3.9 Gm. During 
this period 10,000 units (1,700 per kilogram) of penicillin was 
given intramuscularly every two hours. The two hour blood 
levels ranged from 1 to 2 + units per cubic centimeter. After 
two days the interval between injections was lengthened to three 
hours, but the three hour blood penicillin level continued at 
2 units for two days and at 1 unit for the next two days, after 
which it fell to 0.4 unit. This fall in the blood penicillin level 
coincided with the administration of plasma with increase in 
plasma proteins to 5.9 Gm. and. a deerease in blood nonprotein 
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nitrogen to 25 to 28 mg. per hundred cubic centimeters. The 
dosage of penicillin was continued at 10,000 units every three 
hours for the next week, and daily observations during this 
time showed a constant three hour penicillin blood level of 
0.4 unit per cubic centimeter. 

Marie W., aged 53, with multiple myelomas, developed an 
acute méningitis (pneumococcus type XXIX). Our first obser- 
vations were made during the stage of recovery from the 


TABLE 6.—Titer of Penicillin in Pleural and Ascitic Fluids 
Twenty-Four Hours After Introduction of 10,000 Units into 
Each Cavity With and Without Continued Intramuscular 
Injection of Penicillin in a 5 Year Old Girl (Doris D.) 
with Nephrotic Type of Acute Nephritis 


Penicillin, 10,000 Units Penicillin Units per Ce. 
‘Intramus- Perito. Cul- Blood Edema Ascitic Pleural Spinal 
Date cularly Pleura neum_ tures Serum* Fluid* Fluid Fluid Fluid 
1/25/44 7p.m., 7p.m. 7 p.m. 
10 p.m. 
26 Every ip.m. 5 p.m. + 0.1 eee 0.4 0.4 one 
3 hours 
27 Every 8 a.m. + 0.2 0.2 1.0 04 —02 
3 hours 
28 Every 8a.m. 8a.m. + 0.4 0.2+ 65.0 1.0 ote 
3 hours 
29 Every 8am. 8am — 0.4 ton 2.0 1.0 
3 hours 
to 10 a.m 
30 0 0 0 -01 +02 -—02 
31 0 0 0 -02 -02 -02 -0.2 


* Three hours after intramuscular injection. 


meningitis when the spinal fluid showed only a slight increase 
in cells. Sulfamerazine drug therapy with intramuscular and 
intrathecal penicillin was continued because of persistent fever 
and since occasional spinal fluid cultures were positive for 
pneumococci. She received 20,000 units (500 per kilogram) 
of penicillin intramuscularly at two hour intervals and 10,000 
units intrathecally once daily. The first penicillin blood studies 
(July 24, 1944) were relatively low, showing only 0.4 unit 
per cubic centimeter at one-half hour, 0.2 unit at one hour and 
less than 0.2 unit in two hours after an intramusuclar injection. 
The spinal fluid had 0.2 unit twenty-four hours after 10,000 
units intrathecally. Just previous to this time the blood non- 
protein nitrogen was less than 30 mg. per hundred cubic 
centimeters. On August 11 a decrease in urinary output was 
first noted, and this continued to a complete anuria five days 
later with a gradual increase in blood nonprotein nitrogen to 
140 mg. per hundred cubic centimeters. During the anuric 
period approximately three weeks after the earlier observations 
the spinal fluid taken twenty-four hours after an intrathecal 
injection of 10,000 units of penicillin showed on three separate 
days 1.8 units per cubic centimeter. Blood levels taken after 
an intramuscular injection of 20,000 units showed 1.0 unit 
per cubic centimeter at one hour and 0.4 unit after two hours. 
These penicillin levels in the spinal fluid and blood were five 
to ten times higher than those obtained three weeks previously. 
Death occurred four days after the last tests were done, and 
at necropsy a cerebral hemorrhage was found in addition to — 
large, pale, much swollen kidneys. Microscopic examination 
showed only cloudy swelling of the tubules and no toxic necrosis 
of the epithelium attributable to sulfonamide drug therapy nor 
any mechanical obstruction. No adequate anatomic explanation 
for the anuria was apparent. 


COMMENT 


One of the questions of considerable interest con- 
cerns the excretion and persistence of penicillin in the 
spinal fluid under various conditions. Rammelkamp 
and Keefer * found no penicillin in 2 adults after intra- 
venous injection of 10,000 units; one tested up to forty- 


2. Rammelkamp, C. H., and. ws ae: C. S.: bsor ption, Excretion 
Distribution of Penicillin, . Clin. 2:425 (May) 


86 DRUG CONCENTRATION—COOKE AND GOLDRING 


five minutes after the injection and the other in from 
135 to 195 minutes. On the other hand, Rosenberg 
and Sylvester* have found penicillin present in the 
spinal fluid in each of 8 adults, 6 of them after intrave- 
nous and the other two after intramuscular injections of 
24 to 40,000 units of penicillin. The levels reported 
varied from 0.03 to 0.35 unit per cubic centimeter with- 
out a definite relation of the titer to the time of spinal 
fluid examination, Our results have indicated that 
penicillin is secreted into spinal fluid early after an 
intramuscular injection and at the time the blood peni- 
cillin level is at its height but at a titer considerably 
below that of the blood. This is in striking contrast 
with the diffusion of penicillin from the blood into the 
subcutaneous, pleural and peritoneal fluids, which tends 
to approximate the blood titer. Even though peni- 
cillin may be secreted into the spinal fluid during 
parenteral therapy, its concentration is relatively low 
and its presence apparently transient as compared with 
intrathecally injected penicillin. For this reason it 
would seem that as a means of practical therapy 
for acute meningeal infections the intrathecal route is 
far superior, since (1) the spinal fluid penicillin titer 
persists in good titer for twenty-four hours, (2) large 
doses are not toxic and (3) penicillin passes readily 
from the lumbar region up to the cerebral meninges. 
In the 2 instances in which we have made observations, 
the spinal fluid penicillin level during intrathecal ther- 
apy was not increased by continued intramuscular 
injections. 

The penicillin curves in the blood after intramuscular 
injections of relatively large doses in infants and chil- 
dren have been somewhat higher than those reported by 
Rammelkamp and Keefer * in adults. It appears likely 
that this discrepancy may be due to the difference in 
methods used for assay. Whatever may be the true 
values, our results are consistent in showing the highest 
level of blood penicillin within an hour after repeated 
intramuscular and subcutaneous injections, with the 
curve showing a higher peak at the end of thirty 
minutes and falling off rapidly during the second hour. 
When penicillin is injected every three or four hours, 
the concentration in the blood undergoes rather wide 
variations and only intermittently reaches a presumably 
effective level. Often, although not always, by the end 
of the third hour the titer is too low to be considered 
effective even against very sensitive bacteria. It has 
been shown ' by in vitro tests that there is a rather wide 
variation in sensitivity to penicillin even of relatively 
sensitive organisms, since various strains of Staphylo- 
coccus aureus and of meningococci differed consider- 
ably in susceptibility to penicillin. The statement that 
Staphylococcus aureus or the meningococcus is sensitive 
to a certain concentration of penicillin therefore appar- 
ently applies only to a certain strain of the organism 
and not to all strains. It is possible that this factor is 
concerned in certain cases of Staphylococcus aureus 
infection in which penicillin therapy has been ineffective. 

Because of the variations that occur in penicillin 
saturation of the blood and body fluids. with different 
dosages, routes and intervals of injection, it is apparent 
that, when a patient is said to be resistant to penicillin 
therapy, not only is the penicillin sensitivity of the 
infecting organism of importance but also the titer of 
penicillin in the body reached by the method of ther- 


Rosenberg, D. H., and Sylvester, J. C.: 
clin in the Spinal Fluid in 


The Excretion of Pen 
eningitis, Science 100: 132 (Aug. 
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apy employed. It is evident from our observations 
(table 1), for example, that 10,000 units given at 
hourly intervals maintains a considerably higher level 
than 20,000 units every two hours. This raises the 
question whether in such cases attempts to maintain 
a continued higher blood penicillin level by more fre- 
ate injections would have an advantage over a 
uctuating blood penicillin curve with only recurring 
high peaks obtained by injections at longer intervals. 
Our opportunity to secure clinical evidence to sup- 
port the possible advantage of such more intensive 
therapy in penicillin resistant infections has been 
limited, but we have recently treated a patient with 
subacute bacterial endocarditis due to a resistant organ- 
ism who showed progressive clinical improvement with 
increasing the intensity of therapy: 


Judith H., aged 5 years, with congenital heart defect, had 
In the first week after 
admission she appeared ill and toxic; the temperature ranged 
from 39 to 40 C. (102.2 to 104 F.) and four successive daily 
blood cultures showed Streptococcus viridans. She was then 
given 10,000 units of penicillin every three hours intramuscu- 
larly for five days. During this time there was but little 
improvement in the patient’s clinical condition, and the tem- 
perature developed an irregular septic type with wide swings 
from 37 to 40 C. (98.6 to 104 F.). The penicillin dose was 
then increased, so that 10,000 units was given every two 
hours for the next ten days. There was a prompt fall in tem- 
perature for the first three days of this regimen to between 
38 and 39 C. (100.4 to 102.2 F.), but for the following week 
the fever again rose at times to 40 C. (104 F.). The clinical 
appearance and actions of the child showed some improvement 
during this period, and two blood cultures remained sterile. 
The green streptococcus originally isolated from the blood had 
in the meantime been tested for penicillin sensitivity by the 
method previously described} and found to require 0.4 unit for 
complete inhibition. This would correspond to 4 units per 
cubic centimeter. Because of this high degree of resistance 
the penicillin therapy was increased to 10,000 units every hour 
for a period of seven days. During this week of intensive 
therapy the rectal temperature ranged from 36.6 to 38.2 C. 
(97.8 to 100.7 F.), most of the time below 37.5 C. (99.5 F.) 
and the clinical improvement was striking, the patient being 
alert, cheerful and with much improved appetite. Unfortu-. 
nately, no comparative studies of the concentration of penicillin 
in the blood were possible during these periods of therapy, 
but the clinical improvement with more intensive treatment was 
striking and unmistakable. Because no more penicillin was 
available after she had been given three and a half million 
units, and since the patient’s clinical condition appeared so 
good, she was allowed to return home on a “maintenance dose” 
(0.5 Gm. every eight hours) of sulfamerazine. Within two 
days after discontinuance of the penicillin therapy the fever 
rose to 40 C. (104 F.) and the previous toxic symptoms 
returned. 


This case is cited as an infection clinically resistant 
to penicillin therapy due to an organism proved to be 
penicillin resistant, in which intensive penicillin treat- 
ment was required to produce clinical improvement. 
It appears that the maximum effect obtained by peni- 
cillin in this case was an inhibitory or bacteriostatic 
effect during the time of relatively high blood penicillin 
levels, and that when this effect was removed by dis- 
continuing the injections the streptococci were again 
able to multiply unhindered. 

The impression is gained from certain articles on 
penicillin therapy that the ideal method of intensive 
treatment and of maintaining a high blood penicillin 
level is by continuous intravenous drip. We have no 
observations on blood levels obtainable by this method as 
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compared with intramuscular or subcutaneous injec- 
tions at hourly intervals, although we have shown that 
by the latter method relatively high blood levels can 
be maintained. As far as children are concerned, the 
use of continuous intravenous therapy except for short 
periods is accompanied by certain technical disadvan- 
tages which tend to limit its usefulness. In addition to 
the difficulty of maintaining a continuous flow, after 
twelve to twenty-four hours there is an added danger 
of thrombosis or of local infection which increases with 
the duration of the injection. Many who have had 
experience with the method would prefer other routes 
of therapy if equally effective and, as has been our 
practice in recent years, to reserve continuous intrave- 
nous injection for emergencies in which absorption from 
other routes is poor. We believe that the intramuscular 
or subcutaneous injection of penicillin at hourly inter- 
vals will maintain a high level in the blood and body 
fluids when this seems desirable and that, at least in 
children, this method is preferable to continuous intra- 
venous injection. . 
SUM MARY 

A study of the penicillin titer of the blood serum and 
other body fluids chiefly in infants and children during 
penicillin therapy showed the following: : 
_ After intramuscular injections, the concentration. in 
the blood reached its highest level within thirty minutes, 
was still moderately high at one hour and fell rapidly 
during the second hour but often persisted at lower 
titer for three to four hours. In 1 instance it was 

as long as eight hours after an injection. 


The blood curves found after subcutaneous injection 


were quite similar to those after intramuscular injection, 
and even 100,000 units injected subcutaneously pro- 
duced little discomfort. 


Penicillin was found in the spinal fluid after intra- 


muscular and after intraperitoneal injection but in much 
lower titer than that of the blood. 


Penicillin injected intrathecally during acute menin- 


gitis persisted at high levels for twenty-four hours, 
when large doses were given and continued in 1 case 
for as long as seventy-two hours after intrathecal injec- 
tions were discontinued. When relatively smaller doses 
were injected intrathecally the twenty-four hour level 
was lower, and no penicillin was found in forty-eight 
hours. 

There was some evidence that penicillin injected 
intrathecally passed readily from the spinal to the 
cerebral meninges but less readily from the cerebral to 
the spinal meninges. 

The concentration of penicillin in the subcutaneous 
tissues and in the pleural and peritoneal fluids tended 
to approximate that of the blood serum. 

The titer of penicillin in the blood and spinal fluid 
was found to be much higher during renal insuffi- 
ciency than in the same patient when renal function 
was apparently normal. , 

No close relationship was found between the units 
of penicillin per kilogram of body weight given and 
the concentration reached in the blood, although the 
highest levels were found in those receiving relatively 
large doses. In the same patient and with the same 
dosage the bloed levels tended to remain constant, but 
considerable variation was found in the levels attained 
in different patients with similar dosage. There was 
some evidence that the blood concentration rose to a 
higher level after repeated injections at two to three 
hour intervals than after a single dose, ~ 
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Continued intramuscular or subcutaneous injections 
of penicillin at intervals of one hour will produce a 
persistent high penicillin level in the blood and tissue 
fluids, and at least in children this method has certain 
advantages over continuous intravenous therapy in 
cases clinically resistant to penicillin. 


Clinical Notes, Suggestions and 
New Instruments | 


A NEW MAGNET FOR FOREIGN BODIES IN THE 
FOOD AND AIR PASSAGES 


Murvock Egven, M.D., Attanta, Ga. 


One of the most difficult and disturbing problems of endoscopy 
has been the removal of foreign bodies from the stomach. Even 
the use of the gastroscope and the flexible forceps under biplane 
fluoroscopic guidance does not circumvent such difficulties. The 
constant shifting of the position of the foreign body, in a space 
as large as the stomach, makes it difficult to establish contact 
between the forceps and the object. 


& 


Fig. 1.—The stomach is inflated with air by. compression of the rubber 
bulb attached to the diaphragm and catheter, This inflation lifts away any 
apsed portion of the stomach from the pin, allowing the magnet to be 
pee about freely, and the foreign body is ete! we in being attracted 
magnet. 


Herewith is presented the description of a magnet! of cast 
alnico which has proved highly gratifying in cases of mag- 
netizable foreign bodies in the stomach and tracheobronchial 
tree. As shown in figure 1, the magnet is 3.5 cm. in length 
and 0.5 cm. in diameter and is attached to a levine tube, size 
12 E, through which a metal stylet has been inserted to increase 
the mobility of the tube. The other end of the levine tube is 
attached to a rubber bulb, diaphragm and catheter, this appara- 
tus being used for inflating the stomach. 


From Ponce de Leon Eye and Ear Infirmary. 
1. Manufactured by the General Eiectric Company. 
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The magnet is composed of alnico, an alloy of alumimum, 
nickel, cobalt and iron, Alnico is available in two forms, cast 
and sintered, and the cast type was employed in this magnet. 
Alnico is manufactured by pressing together a mixture of 
powders of the constituent metals under very high pressure in 
a mold and heating for a considerable time at a temperature 
near to the melting point in a carefully purified reducing-gas 
atmosphere. 

Because of inherent mechanical properties, alnico magnets are 
brittle and cannot be reformed to different shapes. They require 
a considerably stronger magnetizing force to magnetize them 
completely than do other types of permanent magnet alloys. 
Alnico has more available external energy for a given volume 
than has any other permanent magnet material known at the 
present time. 

The following case report is typical of the entire series of 
cases of foreign bodies removed by the magnet: 

H. D., a girl aged 19 months, had swallowed her mother’s 
hairpin (type known as bobby pin) twelve hours previous to 


Fig. 2.—Bobby pin in stomach. Note the size of the pin in comparison 
to the ban of the stomach. 


admission. The history otherwise was negative. Physical 
examination showed that the child was moderately well nour- 
ished and was not acutely ill. The roentgenogram (fig. 2) 
shows the enormous size of the pin as compared with the size 
of the child’s stomach. 

Under fluoroscopic visualization the magnet was passed down 
the esophagus and introduced into the stomach, The stomach 
was then inflated with air by compression of a rubber bulb 
attached to a diaphragm, which in turn denoted the size of 
the inflated stomach. This inflation lifted away any collapsed 
portion of the stomach from the pin and permitted the magnet 
to be passed around in the stomach with ease. The pin quickly 
came into the magnetic field, was attracted to the magnet and 
was removed. The entire procedure lasted only eight minutes. 

The new alloy magnet, alnico, is being proved of great value 
to medicine. For the past two years it has been available as a 
small permanent type eye magnet. Only a minority of foreign 
bodies of the food and air passages are magnetizable, but among 
those which are the use of this instrument will render unneces- 
sary many abdominal operations and decrease bronchial instru- 
mentation. 


144 Ponce de Leon Avenue N.E. 
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COMPLICATIONS FOLLOWING A RAPID TREATMENT 
OF SCABIES 


DeWitt C. DauGurry, M.D. 
Passed Assistant Surgeon (R), United States Public Health Service 
DututH, MINN. 


Over the years a great number of preparations have been 
recommended and widely used in the treatment of scabies, not 
one of which has proved entirely satisfactory. Until com- 
paratively recently preparations containing sulfur have probably 
been more universally used than others. Owing to the lengthy 
treatment necessary and the high percentage of untoward skin 
reactions, sulfur preparations are being rapidly replaced by 
benzyl benzoate. 

A review of the literature discloses that more uniformly 
satisfactory results have the .use of benzyl 
benzoate preparations than to any other sarcopticide heretofore 
used. It is reported that Nielson! of Copenhagen began using 
25 per cent benzyl benzoate in the treatment of scabies in 1912. 
However, not until its reintroduction by Kissmeyer? did it 
receive much public acclaim. Soon after his original paper, 
benzyl benzoate became widely used in Great Britain,’ but not 
until quite recently has it received due mention in this country.* 
In recent months it has gained its deserved place as an effective 
sarcopticide in the United States. 

The value of benzyl benzoate in the treatment of scabies 
is without question, but previous writers have presented it 
as a preparation to be used indiscriminately without fear of 
untoward reactions. To the contrary, I have made observations 
which have not previously been observed, or at least I was 
unable to find any reports. Those observations warrant the 
writing of this report. 

Thousands of cases of scabies treated with benzyl benzoate 
have been reported in the English literature and smaller series 
of cases in this country. Of the many thousands of cases 
reported, no mention is made of untoward reactions from its use 
in the treatment of scabies.» That alone should arouse -skep- 
ticism, as there is probably no known medication used locally 
that does not produce a certain percentage of at least local 
reactions. One writer reports 8,000 cases of scabies without 
a serious skin reaction. — 

Benzy] benzoate is being used rather widely in the treatment 
of scabies among military personnel. I have used Benylate ¢ 
exclusively in the treatment of scabies for several montis. The 
results on the whole have been satisfactory. Many minor skin 
irritations of short duration were observed, but in 4 cases the 
reactions were classified as severe. The treatment was carried 
out essentially as described by previous writers and by the 
various companies? producing such preparations. 
the affected individuals were isolated in the sick bay or hospital 
for the period of treatment. This form of treatment proved 
an effective method and it was not necessary to repeat the 
treatment in any case. 


REPORT OF CASES 


Cast 1—K. M. presented a history of intense itching for a 
period of one week. The itching was more noticeable at night 
or following a warm bath. A rash had been present for five 
days. 


Nielson, cited by Kissmeyer? and by Sutton, R. L., al por 
Jr.: Introduction to Dermatology, St. Louis, C. Mosby 
ompany. 
2. Kissmeyer, A.: Rapid Ambulator? Treatment of Scabies with 
Benzy! benzoate Lotion, Pisses 1:21 (Jan, 2) 1937. 
ing, E. The Benzyl Ben ante. of Scabies, Brit. 
M. j. 2: 626-627 (Nov. 9) 1940. Carslaw, K., and Swenarton 
Economy in Treatment of Scabies, ibid. 2: 225-226 (Au 16) 1941. 
Gardon, R, M., and Seaton, D. R.: Observations on the of 
ies, ibid. 1: 685-686 (June 6) 1942. Mellanby, K.; Johnson, C. G., 
and Bartley, W. C,.: The Treatment of Scabies, ibid. "2: 1-4 July 4) 
1942. Gra am, J. R.: Scabies Treated with One Application of Benzyl 
Benzoate, ibid. 1: 413-414 (April 3) 1943. 
4. Thomas, “A a Treatment of Scabies, U. S. Nav. M. Pull. 37: 
137- )1 
5. King.’ and Swenarton.? Mellanby, and Bartley.* 
6. Bonsiate is composed of benzy! benzoate 25 per cent, emulsified in 
an aqueous solution of triethanolamide stearate. Gree A, Breon & Co., 
Kansas Mo 
7. sonal Burroughs Wellcome & Compan 
(U. S. i. New York, 18. personal communication wit 
George A. Breon & Co., Inc., p Rg City, Mo., Jan. 14, 1944, 
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Examination revealed scattered papular, papulovesicular and 
excoriated lesions over the body and extremities. The lesions 
were more diffuse between the fingers, in the axilla and on 
the penis. 

Treatment consisted in a.thorough warm soap bath followed 
by thorough application of Benylate to the entire skin surface 
with the exception of the face and head. The original applica- 
tion was let dry and Benylate was reapplied in five or ten 
minutes. All contaminated clothing and’ bed linens were dis- 
carded. After a period of twenty-four hours the medication 
was removed by means of another warm soap bath. 

The patient complained of some smarting while the medication 
was being applied; however, the discomfort soon disappeared 
and the patient, spent a comfortable night. About twelve hours 
later the patient was awakened with an intense burning and 
itching sensation and on examining himself he noticed a fine 
rash over the entire area to which the Benylate had been applied. 

The dermatitis had a typical scarlatiniform appearance. A 
dermatologist and a member of the local health department 
were unable definitely to rule out scarlet fever. However, 
because of the history, absence of fever and other systemic 
manifestations it was agreed that the condition was a local drug 
reaction. 

The pruritic dermatitis produced considerable discomfort for 
a period of ten days and then faded rapidly. There was no 
exfoliation of the skin following disappearance of the dermatitis. 


Case 2.—O. T. was seen with typical scabies. The history 
and physical findings were almost identically those of case 1. 
The treatment was as previously elaborated. Twenty hours after 
the application of Benylate the itching increased and the patient 
noticed what he described as a “prickly heat” over the skin 
surface to which the medication had been applied. Examination 
revealed the type of rash described in case 1. The secondary 
rash was treated symptomatically and it began to disappear 
on the sixth day. Diagnosis of a local drug reaction was made 
by exclusion. 


Case 3.—J. M., a young white man, was treated for scabies 
as previously described. Fourteen hours after treatment was 
instituted he began to experience intense itching and burning. 
He observed what he described as a “wind burn” rash on the 
arms, legs and to a lesser extent on the body. Physical exami- 
nation revealed a flushed appearance to the skin and a very 
fine, erythematous papular rash, which was quite prominent 
over the extensor surface of the extremities and to a lesser 
extent on the remainder of the skin surface. Symptomatic treat- 
ment was instituted after removal of the offending agent. The 
pruritic dermatitis persisted for five days and then slowly 
faded. 


Case 4.—R. T., a young sailor, was given the benzyl benzoate 
rapid treatment for scabies. Sixteen hours after the initial 
application of the medication the patient reported that his “itch” 
was worse. Examination revealed a rather diffuse, large, 
red, scaly and slightly elevated rash over the entire body and 
the extremities. The offending agent was removed and a bland 
antipruritic ointment was applied. Ten days later the dermatitis 
began gradually to subside. The patient’s final statement was 
“I'd rather have the itch than the treatment.” 


SUMMARY AND CONCLUSIONS 


Benzyl benzoate is a rapidly effective sarcopticide. It is worthy 
of continued use especially among military personnel. Let it 
not be forgotten that troublesome local skin reactions do occur. 
Patients should be warned to discontinue treatment immediately 
if the rash and itching become worse. The unwarned patient's 
tendency is to apply more medicine if the itching does not cease 
immediately. 

In the 4 cases reported the local drug reaction was severé 
as compared to the disease for which it was used. In case 4 
there was a history of previous skin allergy; however, in the 
other 3 cases there was no history suggestive of previous allergic 
manifestations. 
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Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


Austin Situ, M.D., Secretary. 


YEAST EXTRACT CONTAINING VITAMIN B 
COMPLEX (See New and Nonofficial Remedies, 1944, p. 606). 

The following dosage form has been accepted: 

MEAD JOHNSON & Co., EVANSVILLE, IND. 

Brewers’ Yeast Powder: 28.35 Gm. (11 level teaspoons or 
3 level tablespoons). Each gram contains not less than thi- 
amine (vitamin B,) 0.18 mg., riboflavin (vitamin G) 0.06 mg. 
and niacin 0.4 mg., together with other factors of the vitamin 
complex commonly occurring in brewers’ yeast. Dosage for 
infants, %4 to 1 level teaspoon in the milk formula. For children 
1 to 6, 1 to 2 level teaspoons in milk or tomato juice. For 
use as a supplement in the treatment of deficiencies of various 
factors of the vitamin B complex, dosage will depend on the 
type of specific vitamin therapy employed, the severity of the 
condition and the individual patient; in general, 2 to 4 level 
teaspoons daily. For supplementary use with specific vitamin 
aanee in artboflavinosis and pellagra, 7 or more level teaspoons 

aily. 

Brewers’ Yeast Tablets: 0.4 Gm. Each tablet contains 
0.4 Gm. dehydrated brewers’ yeast supplying thiamine hydro- 
chloride 0.06 mg., riboflavin 0.02 mg. and 0.15 mg. niacin together 
with other factors of the vitamin B complex commonly occur- 
ring in brewers’ yeast. Dosage for children, 6 to 10 tablets 
daily; for adults, 10 to 12 daily; for pregnancy and lactation, 
12 to 20 tablets daily. For use as a supplement in the treatment 
of deficiencies of various factors of the vitamin B complex, 
dosage will depend on the type of specific vitamin therapy 
employed, the severity of the condition and the individual 
patient; in general, 8 to 20 tablets daily. For supplementary 
use with specific vitamin therapy in ariboflavinosis and pellagra, 
35 or more tableis daily. 

Preparation— 


Mead’s brewers’ yeast powder is a dried, nonviable strain of Saccharo- 
myces cerevisiae, cultured especially for its vitamin content. It is readily 
suspended in water, miik, tomato juice or other suitable fluids. 


PENICILLIN (See Tue Journat, Oct. 7, 1944, p. 367). 
The following dosage forms have been accepted: 
THE UPJOHN CoMPANY, KALAMAZOO, MICH. 
Penicillin Sodium: Vials containing 100,000 Oxford units. 
ABBOTT LABORATORIES, NORTH CHICAGO, ILL. 
Ampuls Penicillin (Sodium Salt): 25,000 Oxford units 
and 100,000 Oxford units. 
E. R. Squipp & Sons, NEw York 
Penicillin Calcium: 100,000 Oxford units. 
SCHENLEY LABORATORIES, INC., LAWRENCEBURG, IND, 


Penicillin (Sodium Salt): 25 cc. vials containing 100,000 
Oxford units. 


THEOPHYLLINE (See New and Nonofficial Remedies, 
1944, p. 372). 
The following dosage form has been accepted : 
Merck & Co., INc., Ranway, N. J. 
a (Powder): 30 Gm., 124 Gm. and 498 Gm. 
es. 


THEOPHYLLINE ETHYLENEDIAMINE (Sce New 
and Nonofficial Remedies, 1944, p. 373). 


The following dosage form has been accepted : 
Merck & Co., INc., RAnway, N. J. 


Theophylline Ethylenediamine (Powder): 30 Gm., 124 
Gm. and 498 Gm. bottles. 


SULFARSPHENAMINE (See New and Nonofficial 
Remedies, 1944, p. 218). 


The following additional dosage form has been accepted: 
Merck & Co., INc., RAnway, N. J. 
Ampuls Sulfarsphenamine: 0.5 Gm. 
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DEATHS OF PHYSICIANS IN 1944 

The obituaries of 3,172 physicians were published 
in THE JouRNAL during 1944. The American Medical 
Directory Report Service recorded 3,415 deaths of 
physicians in the United States and possessions, or 243 
more deaths than obituaries published in THE JoURNAL. 

Estimation of the net increase to the profession is 
difficult because of the varying times of graduation 
in medical schools through the accelerated program 
introduced in 1942. However, the graduates from 
July 1, 1943 to the end of 1944 approximated more 
than 10,000, suggesting a substantial increase to the 
profession. The majority of this group will enter mili- 
tary service. 


Age.—The average age at death was 65.3 in 1944 
as compared with 65.2 in 1943 for 3,156 deaths pub- 
lished in THE JourNAL. Fifty-five physicians died 
between the ages of 25 and 29, 98 between 30 and 34, 
73 between 35 and 39, 78 between 40 and 44, 119 
between 45 and 49, 157 between 50 and 54, 267 between 
55 and 59, 385 between 60 and 64, 523 between 65 
and 69, 517 between 70 and 74, 421 between 75 and 79, 
286 between 80 and 84, 138 between 85 and 89, 44 
between 90 and 94 and 11 between 95 and 100. 


Causes.—Heart disease continues to lead the causes 
of death among physicians. In compiling these statistics, 
the usual procedure of including primary causes and 
contributory factors was followed. Coronary thrombo- 
sis and occlusion were responsible for 638 deaths in 
1944 as compared with 598 in 1943; 250 occurred in 
the age group 60 to 69. Diseases of the myocardium 
and pericardium totaled 193, angina pectoris and other 
coronary diseases 135, chronic heart valvular and rheu- 
matic heart disease 28, subacute bacterial endocarditis 
(except rheumatic fever) 4 and other diseases of the 
heart 403. Cerebral hemorrhage, thrombosis and embo- 
lism were responsible for 366 deaths, arteriosclerosis 
for 186 and cardiovascular diseases for 72. Cancer and 
tumors accounted for 344 deaths, 135 of which were 

-dassified under cancer of the gastrointestinal tract. 
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Fan 1948 
Two hundred and thirty-eight deaths were attributed to 
pneumonia, of which 11 were atypical or virus pneu- 
monia. Chronic nephritis and uremia accounted for 
125 deaths and acute nephritis for 17. Diseases of the 
circulatory system were responsible for 81 deaths, dia- 
betes 52, Hodgkin’s disease and leukemia 32, pernicious 
anemia 10 and other diseases of the blood 13, diseases 
of the gastrointestinal tract 31, cirrhosis of the liver 
34 and other diseases of the liver 3, tuberculosis 34, 
diseases of the respiratory system 23, peptic ulcer (ulcer 
of the stomach and duodenum) 22, peritonitis 19, influ- 
enza 19, pulmonary embolism and thrombosis 17 and 
other embolism and thrombosis 11, aneurysm 5, diseases 
of the gallbladder (bile duct) 11, diseases of the nervous 
system 17, diseases of the prostate 15, asthma 14, 
appendicitis 5, hernia, chronic arthritis, diseases of the 
bones and organs of locomotion, encephalitis, syphilis 
and abscess 4 each, diseases of the spinal cord 3, and 
diseases of the genitourinary tract 3, alcoholism 2, 
bacteria, septicemia and pyemia 2 and other infectious 
diseases 2, There were 4 deaths from epidemic hepa- 
titis, 2 from typhus, 3 from tsutsugamushi fever, 1 
from undulant fever, 1 dementia precox, 1 Rocky Moun- 
tain spotted fever, 1 pellagra, 1 typhoid, 1 hiccup, 
1 obstructive jaundice, 2 in which aplastic anemia was 
attributed to x-ray and radium emanation, 1 glioma, 
1 actinomycosis and 1 allergy. Senility was returned 
as a cause in 35 deaths and 10 were classified as ill 
defined.. There were 38 deaths following an operation 
and 25 for which causes were not returned. 


Accidental Deaths.—Of 138 accidental deaths, auto- 
mobile accidents accounted for 58. Of the 21 deaths 
involved in falls, 13 specified fractures of the hip, sku!l 
and femur. Of the unusual accidents, 1 physician was 
killed when an elevator from which he was alighting 
started upward and crushed him, 1 died of injuries 
received when a team of horses he was driving ran 
away, 1 died as the result of a stray bullet that struck 
him while hunting, 1 was instantly killed by the acci- 
dental discharge of his shotgun when he stumbled over 
a wire, 1 died of burns received when an oil stove 
exploded, 1 of injuries received when his horse rolled 
over him and 1 of injuries received when caught by 
a power saw. 

Suicides and Homicides.—Of the 41 suicides recorded, 
24 died as a result of bullet wounds, 1 using this method 
after he had attempted death by illuminating gas and 
narcotics. Next in order of method used was drugs 6, 
poisoning 3, hanging 3, carbon monoxide, cut artery 
and drowning 1 each, “respiratory strangulation” 1 and 
“fall from roof” 1. Shooting was the method used in 
the 4 homicides reported. 

Miscellaneous Positions —Among the decedents were 
310 who had been teachers in medical schools, 143 of 
whom had reached the professorial rank. There were 
5 deans, 121 members of boards of education, 4 teachers 
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in a public school and 1 school superintendent. Two 
hundred and twenty had been health officers, 146 men- 
bers of boards of health and 24 members of boards of 
medical examiners. One served as lieutenant governor 
of Louisiana, 1 as surgeon general of the commonwealth 
of Massachusetts with the rank of brigadier general, and 
34 members of their state legislatures. One had been 
consul to the Bahama Islands, 1 the Italian consul at 
Mexico City and 1 a member of the Revision Committee 
of the U. S. Pharmacopeia. 


Association O fficers —The decedents included 1 phy- 
sician who had been Vice President, 1 Trustee, 1 Coun- 
cil member, 1 honorary life member of a council, 8 sec- 
tion officers and 34 members of the House of Delegates. 
Forty-five had been presidents of their state societies 
and 1 secretary. Two hundred and thirty-seven had 
served as president of their county medical societies 
and 1 had been president-elect. 


Killed in Action 

The 3,172 obituaries included 70 physicians who 
were killed in action during World War II and 113 
who died while in military service. In addition, 1 U. S. 
Public Health Service officer aged 31 died of tsu- 
tsugamushi fever while engaged in special war research. 
Of the group killed in action, specific information was 
not available in most cases on the type of death; 2 were 
said to have died of chest wounds, 1 from multipie 
wounds and 1 from shrapnel severing the spinal cord. 
A number had first been reported missing in action 
and subsequently given a presumptive date of death. 
Theaters of operation designated in official reports as 
those where injuries resulting in death occurred were the 
Pacific area 17, European area 10, France 12, Italy 5, 
North Africa 6, Atlantic area 3, Anzio beach head 3, 
Normandy 2, Bougainville, Marshall Islands, Isle of 
Capri, Guam, Tarawa, Coral Sea, Savo Island and 
Sicily each 1, and 1 died en route from Tunisia to 
Sicily. Location was not mentioned in 3 obituaries. 
Of the physicians who were killed in action 26 died 
in the age group 25 and 29, 33 between 30 and 34, 
8 between 35 and 39, 2 between 40 and 44 and 1 between 
45 and 49. | 

Died in Military Service —Of the 113 physicians who 
died while in military service, airplane accidents caused 
the deaths of 20, coronary occlusion 9, coronary throm- 
bosis 5, coronary disease 1, myocarditis 3, heart disease 
3, bullet wounds 3, automobile accidents 8, skull frac- 
tures 3, malaria 3, accidental drowning 4, parachute 
accidents 2, meningitis 2, carbon monoxide 2, typhus 2, 
“gangrene” 2, “extensive multiple injuries” 2, cerebral 
hemorrhage 2 and 2 died following an operation. One 
death each was recorded for the classifications of acute 
morphinism, Hodgkin’s disease, malaria, ‘ malignant 
hypertension, Rocky Mountain spotted fever, “died at 
sea,” peritonitis resulting froma bite, atrophy of the 
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liver, bronchopneumonia, primary atypical pneumonia, 
accidental asphyxiation, acute hemorrhagic purpura, 
myelogenous leukemia, injuries received when a boiler 
exploded, pneumonitis complicated by bronchial asthma, 
agranulocytosis, respiratory strangulation, “exsanguina- 
tion,” tuberculosis, accidental burns incurred during an 
explosion when stepping on the starter of a vehicle, and 
2 tsutsugamushi fever, 1 of which was complicated 
with malaria. One each was reported for carcinoma 
of the liver, sigmoid, brain and intestine and 2 of 
the stomach. There were 5 suicides and 4 deaths for 
which no cause was given. Twenty died in the ages 
between 25 and 29, 33 between 30 and 34, 27 between 
35 and 39, 15 between 40 and 44, 8 between 45 and 49, 
5 between 50 and 54 and 5 between 55 and 59. 

Since the outbreak of World War II Tue JournaL 
has recorded the deaths of 101 physicians who died 
in action and 255 who died while in military service. 
THE JOURNAL again affirms its opinion that the group 
of published military deaths does not reflect a true 
picture of the situation as a whole. The notices received 


- probably represent only a certain proportion of the 


deaths recorded in Washington and not yet released 
for publication. 


RURAL HOSPITALIZATION AND 
MEDICAL CARE 


_ At the third war conference of the American Hospital 

Association at Cleveland in October four papers on 
rural hospitalization offered much of interest to the 
physician, the hospital administrator and the social 
planner. 

Carroll P. Streeter,’ managing editor of the Farm 
Journal, showed that rural areas demand health facilities 
equal to those of the cities, without charity and without 
compulsory health insurance. The farmers want better 
health service, preventive and curative, and they want 
to have a part in planning it. They want to pay for it 
on a voluntary, cooperative basis, according to Mr. 
Streeter. In support of his plea, he points out that 
farmers are now cooperating successfully in 2,742 
buying cooperatives with 1,270,000 members and 600 
million dollars worth of goods and services purchased. — 
Moreover, he indicated that farmers have had “mutual 
irrigation companies, associations for the artificial breed- 
ing of dairy cattle, orchard spray rings, cooperative 
creameries, elevators and livestock shipping associations, 
farm loan associations, machinery cooperatives, mutual 
telephone companies, rural electrification cooperatives 
and half a hundred others.” Farmers participating in 
the Farm Security Administration plans have shown 
that they are good buyers of health insurance. In con- 
clusion, Mr. Streeter says “Farm folks will invariably 


1. Streeter, C. P.: Farmers Want a Health Program. This and the 
other articles cited were read before the American, Hospital Association 
third war conference, Cleveland, during October 1944, 
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surprise you. You will be surprised at how 
well informed, intelligent, progressive and sound in their 
judgment they are. They won't know much 
about hospitals or hospital care, of course, but they will 
have the most worthwhile idea of anybody on what they 
need, what they want and how they want to pay for it. 
They can communicate the plan to the people whom they 
represent with less sales resistance than you can.” 

Mrs. Jerome Evanson,’ state director of education, 
North Dakota Farmers Union, writes on organized 
planning as the great need in rural health. She points 
out that doctors as well as other human beings must 
seek areas where they can make a living. Rural areas, 
to attract doctors, must provide (1) assurance of 
income, (2) modern facilities to attract physicians, (3) 
opportunities for study and research. She might well 
have added opportunities for companionship with people 
of like interests, opportunities for social and cultural 
life and opportunities for the education of their children. 
She calls also for public health services, including 
maternal and child health programs, rural sanitation, 


health clinics, mobile units for immunization, public . 


health nurses and a nutrition program. All these are 
in addition to rural hospitals. She calls for hospitals, 
public health services, physician’s offices and dental 
offices to be brought together under one roof, serving the 
people as a health center with modern diagnostic facil- 
ities. She pays tribute to the Blue Cross plan but says 
that it has been too costly for the great majority of farm 
families. Like the previous speaker, she praised con- 
sumer cooperative types of development but, unlike the 
previous speaker, she believes that “if the education of 
the child is the responsibility of the government then 
surely the health of the child should be a government 
responsibility.” 

Kenneth E. Pohlmann,* senior health services spe- 
cialist, Farm Security Administration, called particular 
attention to the needs of the medically indigent in rural 
areas. The utilization of hospital care, physician ser- 
vices, surgery and specialist care tends to be lower in 
rural areas than in urban areas, even in the same income 
groups. Part of this is due to psychologic attitudes 
among farm people, who still tend to regard the hospital 
as a place to die in and a physician as some one to avoid 
except during critical emergencies. The author, how- 
ever, believes that “if these attitudes are thoroughly 
analyzed they are found to spring from an adjustment 
to customary lacks. They are defense mechanisms that 
have naturally developed in the face of inadequate 
resources, which in turn spring from the economic and 
geographic difficulties prevailing.” He discussed the 
Federal Security Administration program at some length 
and supported the recent statement by the Subcommittee 


2. Evanson, Mrs. Jerome: Hospital Needs as the Farmer Sees Them. 
3. Pohlmann, K. E.: Hospital Care Program of the Farm Security 
Administration. 
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on Medical Care of the Committee on Administrative 
Practice of the American Public Health Association in 
these words: “The opponents of that statement will 
have to admit the validity of much that is said.” He 
regards the Farm Security Administration prepayment 
plans for medical and hospital service as of great benefit 
but considers them inadequate, incomplete and frag- 
mentary. He concludes: 

Rural people want more hospitals and health centers, though 
they are not always sure as to what they must do to get them; 
they are asking for due consideration to the needs of rural areas 
in the distribution of surplus medical and dental equipment now 
held for war purposes. They want an expanded program of 
public health through the establishment of more district and 
county health units. They also want more adequate distribution 
of medical and dental personnel as between rural and urban areas. 

The fourth contribution to this symposium was the 
story of the Hillsdale Community Health Center, Hills- 
dale, Mich., by Harold F. Stock,’ president of the board 
of trustees of the Hillsdale Community Health Center. 
Mr. Stock makes a great many points, some accepted 
and some controversial. Briefly, they are as follows: 

1. Place hospital facilities at the disposal of health depart- 
ments. 


2. Make visiting nurse service available to every home in the 
county. 


3. Cooperate with home maternity instruction and nursing. 
4. Extend diagnostic services at very low rates. 

5. Give low patient rates and pay high wages. 

6. Form an active woman’s auxiliary. 

7. Establish a private fund for charity patients. 


8. Provide consolidated medical clinics for all the town’s phy- 
sicians. 


9. Perform laboratory services for the public health depart- 
ment. 


10. Admit patients of osteopaths. 

11. Operate a dental clinic. 

12. Promote hospital and medical service plans “as the logical 
answer to the anarchistic cry for socialized medicine. Let's 
socialize our own medicine! In 1940, hospital service insurance 
was practically nonexistent; today 10,440 of the county's 28,000 
people are protected (in Hillsdale County—Eb.). 

The articles in this symposium indicate that the people 
in the rural regions are awake to the need of equalization 
between the health service they now have and that which 
is enjoyed in urban areas: They are not disposed to 
look to the government except as a last resort. As 
Mr. Streeter points out, “Most farmers of the United 
States are in revolt against government planning, 
government interference with their private lives and 
businesses (except as war makes necessary) and 
government paternalism. They want the government to 
run as few things as possible and they think that it 
runs too much now. They are fed up with the AAA 
and the OPA.” ‘They are ready to cooperate with 
hospital and medical leadership. They are willing, 
apparently, to be technically advised as to ways and 
means of obtaining their objective, which is better hos- 
pital and medical service and more of it at prices which 


4. Stock, H, F.: A Rural Hospital Serves Its Community. 
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they can afford to pay and on a basis of independent 
self reliance. The best way to forestall government con- 
trol of medical services is to keep that control in the 
hands of local people. The ideas expressed appear to 
offer a wide open door of opportunity for medical 
societies in the rural areas and especially for state medi- 
cal societies in predominantly rural states. 


Current Comment 


SOME TOXIC ASPECTS OF 
DIGITALIS THERAPY 


Digitalis preparations are used extensively in the. 


treatment of heart disease. In obesity they have been 
used to reduce food intake and weight by causing loss 
of appetite. Their use in ointments for the treatment 
of indolent ulcers and for protection against the lethal 
effect of high altitude has been suggested. Prob- 
ably their medicinal use may have unintended toxic 
by-effects. The toxic action of digitalis glycosides on 
the cardiac function has been fraudulently used to cause 
simulation of heart disease for the collection of life 
insurance. While physicians are usually well acquainted 
with the functional cardiovascular and cerebral manifes- 
tations of digitalis poisoning, they are less familiar with 
some recent clinical and experimental evidence pointing 
to the induction of anatomic cardiovascular and cerebral 
reactions and hematic effects which are of medical and 
medicolegal significance. Experimental subjection of 
animals of different species to lethal and sublethal doses 
of digitalis glycosides resulted in myocardial hemor- 
rhages, necrosis and fibrosis as well as in cerebral 
degenerations, necrosis and gliosis.1 Travell and her 
associates * were unable to demonstrate in patients 
receiving large oral doses of digitalis for varying periods 
of time any myocardial hemorrhages at necropsy, but 
the occurrence of myocardial and cerebral lesions in 
man as the result of digitalis poisoning is nevertheless 
suggested by the resulting functional disturbances. 
Gilbert, Trump and de Takats * observed an increased 
incidence of thrombosis in cases treated with digitalis 
and found that the clotting time was appreciably short- 
ened following its use. Confirmatory results are 
reported by Massie and his co-workers,‘ who suggest 
that digitaloids exert a thromboplastic action. Digitalis 
glycosides are saponin-like substances; crude digitalis 
preparations contain appreciable quantities of saponins, 
which may favor thrombosis by their effects on the 
vascular wall. 


1. Buchner, F.: Herzmuskelnekrosen durch hohe Dosen von 
Digitalisglykosiden, Arch. f. exper. Path. u. Pharmakol. 176: 59, 
1934. Hueper, W. C., and Ichniowski, C. T.: Pathologic Lesions 


in Organs of Cats, Guinea Pigs and Frogs Produced by Digitalis 
Poisoning, J. Lab. & Clin. Med. 26: 1565, 1941. Dearing, W. H.; 
Barnes, A. R.; Kernohan, J. W., and Essex, H. E.: Effects on the 
Celiular Structure of the Central Nervous System, Am. Heart J. 
25: 734, 1943. 

2. Travell, Janet; Gold, Harry; Modell, Walter, and Auerbach, Oscar: 
A Study of Cardiac Hemorrhages Caused by the Digitalis Glycosides, 
Federation rit 1:170 (March) 1942. 

3. Gilbert, C.; Trump, R. A., and a Takats, Geza: Effect of 
en on my Clotting Mechanism, J. A. M. A, 124:736 (March 11) 
4 Massie, Edward; Stillerman, H. S.; Wright, Claude-Starr, and 
| Minnich, Virginia: Effect of Administration of Digitalis on C 


bility of Human Blood, Arch. Int. Med. 74: 172 (Sept.) 1944. 


CURRENT COMMENT 


HEALTH INSTRUCTION IN OREGON 
HIGH SCHOOLS 

Increased interest in health instruction in the nation’s 
schools is apparent in a syllabus just received from the 
Oregon State Department of Health... This material 
is organized in two parts: Part I concerns the identifica- 
tion of the major health problems of living. First is 
a consideration of the administrative aspects of school 
health education. This is followed by material, largely 
in question form, outlining the principal problems, which 
include care of the body to promote health and to 
improve the appearance; the development and main- 
tenance of organic vigor and functional body symmetry 
through play and recreation, plus similar units on diet, 
communicable diseases, accident prevention, social liv- 
ing, sex, consumer problems and healthful community 
environment. A useful section tells how to develop 
the school library on a limited budget. Part II consists 
of health guide units similar to the sample included in 
part I and is obviously intended for classroom use. 
Part III is still in preparation; it is described as “a 
discussion of the twelve year public school health instruc- 
tion program in Oregon, including an example of a 
health scope and sequence chart.” Accompanying these 
basic materials are supplementary manuals issued as 
part of a series ® by a subcommittee of the Oregon State 
Joint Committee for Health and Physical Fitness. This 
joint committee has been studying the problems of health 
and the school population for five years. It includes 
representatives of the state department of education, the 
state board of health and the state system of higher 
education. It has worked through subcommittees, one 
of which prepared a manual on health services for the 
school age child in Oregon, another the “Oregon Manual 
for the Use of the School Health Record Card” and 
a third a manual on the school lunch. These supple- 
mentary manuals are brief, convenient and yet complete. 
The cooperation between state departments of health, 
state departments of education and colleges in the state, 
as exemplified in the Oregon study and the results now 
beginning to come out of it, is significant for the stimu- 
lus it gives to health education at the secondary school 
level, where health education has long been the stepchild 
of the curriculum. Perhaps even greater significance 
attaches to the cooperation between the state health 
agency and the state educational authority. This trend 
is in evidence in a number of states, the Oregon plan 
being one example of a useful and important trend. The 
existence of such state health and educational programs 


should be of tremendous value in the development of 


the nationwide physical fitness program now being 
launched by the Joint Committee on Physical Fitness, 
in which the American Medical Association is partici- 


pating with representatives of the United States gov- 
ernment. 


1, Hoyman, H. S.: Developing Health Instruction in the Oregon 
High Schools, Oregon State Department of Education, 1940, mimeo- 

graphed, 

2. ay og of the Oregon State Joint Committee for Health and 
Physical Fitness 
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THE CONTROL OF DENGUE ON SAIPAN 


Shortly after the invasion of Saipan an epidemic of dengue 
fever occurred among the troops employed in the operation. The 
rapid increase in the incidence of the disease necessitated prompt 
control measures. The island commander, on recommendation 
of the surgeon, designated each unit commander as responsible 
for the elimination of mosquito breeding within his assigned 
area and its immediate vicinity. Under the direct supervision 
of the surgeon a sanitary company undertook mosquito survey 
and control work in the more thickly populated areas. 
portions of the island inhabited. by our military forces 

were mapped and segmented as to areas of importance. Tre- 
mendous quantities of débris were removed and vast areas were 
cleared. Water pools were oiled, water containers were emptied 
or otherwise protected from mosquito breeding and tree holes 
were filled with dirt. All measures for mosquito protection were 
enforced to the utmost. A solution of DDT was used exten- 
sively as an insecticidal spray disseminated by mechanical power 
sprayers and by airplane. All tents, living quarters and mos- 
quito bars over a wide area were sprayed for a residual effect. 
Area spraying by aircraft was thoroughly exploited over wide 
territories. The effects of these procedures were dramatic. The 
reduction in the larval and adult mosquito population and in the 
flying population was enormous. Within two weeks of the onset 
of the control program daily admission of new cases of dengue 
fell more than 80 per cent, and progressive improvement has 
occurred since that time. 

This experience serves to reemphasize the effectiveness of 
command action in disease prevention when promptly utilized 
and efficiently employed under Medical Department recommen- 
dations. It further attests the value of DDT as an adjunct to 
other sanitary measures in the control of insect borne diseases. 


NEW AWARD AUTHORIZED FOR 
ASSAULT SOLDIERS 


A new service award for army personnel who participate in 
a combat parachute jump, combat glider landing or initial 
assault landing on a hostile shore was recently announced by 
the War Department. The device is a bronze Indian arrowhead 
Y% inch high. It will be worn in a vertical position with the 
point upward on the theater service ribbon which indicates the 
area in which it was earned. Only one arrowhead will be worn 
on any theater ribbon. To qualify for the award, officers or 
enlisted men must take a parachute jump or glider landing in 
enemy held territory as a member of a force carrying out an 
assigned mission or take part in the assault waves of an 
amphibious landing on enemy held shores. Commanders of 
, Organizations engaging in assaults of this nature will forward 
recommendations to the theater commander as soon as prac- 
ticable after the action has taken place. The arrowhead will be 
awarded to all personnel who have taken part in any such 
operation since the start of the war. In order to determine 
which units in their commands have eligible personnel, theater 
commanders will review all operations since Dec. 7, 1941. Any 
eligible individual who is no longer a member of the organiza- 
tion with which the award was earned may obtain an arrowhead 
by submitting an affidavit to his present commanding officer. 
Persons who are no longer in the Army should submit an 
affidavit to any post or camp commander. 


CONSULTANT IN MEDICINE OF THIRD 
SERVICE COMMAND 
Col. John Minor, former chief of the medical service, 
Woodrow Wilson General Hospital, Staunton, Va., has been 
appointed consultant in medicine of the Third Service Com- 
mand, Baltimore. 


NEW POSITIONS OPEN FOR. EXPERT 
LIMB FITTERS 


Army amputation centers in this country are in immediate 
need of expert limb fitters. Civilians with the necessary tech- 
nical background in manufacturing, adapting, repairing or fit- 
ting orthopedic appliances are being urged by the Army Medical 
Department to qualify for the newly created positions of “ortho- 
pedic technical advisers.” These are Civil Service positions. 

A technical adviser grade P-4 receives a yearly salary of 
$4,428 for a forty-eight hour week. He serves as consultant 
and adviser to the orthopedic surgeon on the design and con- 
struction of artificial limbs and counsels individual amputees on 
their use. A technical adviser grade P-3 receives a yearly salary 
of $3,823 for a forty-eight hour week and acts as assistant, per- 
forming specific research, designing and fitting limbs and train- 
ing enlisted shop personnel. 

Orthopedic shops are located at the six Army general hos- 
pitals which are amputation centers: Bushnell General Hos- 
pital, Brigham City, Utah; Thomas M. England General 
Hospital, Atlantic City, N. J.; Percy Jones General Hospital, 
Battle Creek, Mich.; Lawson General Hospitai, Atlanta, Ga.; 
McCloskey General Hospital, Temple, Texas, and Walter Reed 
General Hospital, Washington, D. C. 

Inquiries should be directed to the Civil Service Commission 
or the Office of the Surgeon General, Washington 25, D. C. 


MEMBERS OF TWENTIETH GENERAL 
HOSPITAL TO VIEW 
HOME MOVIES 


A special nine reel motion picture was recently planned, 
directed and filmed by Dr. Louis H. Twyeffort, Wynnewood, 
Pa., an instructor in psychiatry at the University of Pennsyl- 
vania School of Medicine, Philadelphia, and sent to the 20th 
General Hospital Unit in India as a surprise Christmas gift 
from friends at the University of Pennsylvania, where the hos- 
pital unit was organized. Three reels show members of the 
families of medical men, dentists and others serving with the 
unit, two are devoted to families of nurses, and the remaining 
four recall personalities and places well known to all who have 
been associated with the university's medical divisions. When 
the 20th General Hospital left the University of Pennsylvania 
for active service early in 1942 the unit included approximately 
sixty physicians, surgeons, dentists. and other officers and more 
than a hundred nurses. 


SURGICAL CONSULTANT TO THE 
SECRETARY OF WAR 


Dr. Sterling Bunnell of San Francisco, noted as an authority 
on surgery of the hand, has been appointed surgical consultant 
to the Secretary of War. He reported to Washington Novem- 
ber 30, and his first tour included Cushing General Hospital, 
Framingham, Mass., England General Hospital, Atlantic City, 
Valley Forge General Hospital, Phoenixville, Pa., Newton D. 
Baker General Hospital, Martinsburg, W. Va., and Wakeman 
General Hospital, Camp Atterbury, Indiana. 


CHIEF NURSES GRADUATE AT SCHOOL 
OF AVIATION MEDICINE 


Twenty-six “chief nurses” recently graduated at the AAF 
School of Aviation Medicine, Randolph Field, Texas. The 
graduates are from Air Forces installations throughout the 
nation and have completed a course in the administrative as well 
as professiona! aspects of the position of chief nurse for a period 
of four weeks. Col. John R. McGraw, acting assistant com- 


mandant of the school, presented the diplomas. 


RECRUITING STUDENT PHYSICAL 
THERAPISTS 


Recruiting of student physical therapists has been started by 
the War Department. After an apprenticeship in army hos- 
pitals qualified graduates will be commissioned as second lieu- 
tenants in the Medical Department. Applicants must be under 
38 years of age, must be college graduates with a major in 
physical education or biologic science, must meet citizenship and 
physical requirements and must have no dependent children 
under 14 years of age. Such applicants will start at a salary 
of $1,440 a year; on satisfactory completion of six months’ 
training in army general hospitals, students become apprentice 
physical therapy aides at a yearly salary of $1,620. Applicants 
who have had a similar course in civilian institutions will be 
eligible for this position. On satisfactory completion of their 
apprenticeship they will be commissioned as second lieutenants. 
They may be placed on duty overseas or in this country. 


WAC RECRUITMENT TO CON- 
TINUE 1945 


The War Department recently announced that the army will 
continue to recruit for the Women’s Army Corps in 1945. 
Because of the increasingly high casualty lists and the return 
of thousands of sick and wounded soldiers to the United States, 
together with a critical shortage of army nurses, there is an 
urgent continuing need for several thousand medical and sur- 
gical technicians in army hospitals. This need is acute and 
must be filled. Women enlisted in the WAC for this duty will 
receive specialized training designed to fit them as enlisted 


_ technicians and are assured duty in army hospital wards aiding 


in the care of sick, injured and wounded soldiers. Other enlisted 
technicians needed by the Army Medical Department include 
pharmacists, laboratory technicians, dental technicians and psy- 
chiatric social workers. 


COMBAT PAY FOR MEDICAL UNITS 


Many will welcome assurance that the War Department is 
giving its attention to additional recognition for men of the 
Medical Corps serving with combat units. General Eisenhower 
has recommended to visiting congressmen, says a report from 
France, that he be given extra combat pay comparable to that 
of the combat unit he serves. 

Secretary Stimson indicates that the case of the man of the 
Medical Corps presents a separate problem because of his non- 
combat status under the Geneva Convention, but separate insig- 


nia and a separate pay system would seem to clear that hurdle. ° 


The Secretary noted also that more Medical Corps men receive 
technical ratings, thus boosting average pay, but that doesn’t 
help the medic who hasn't his rating or compensate the corps 
generally when it leaves a safe spot for the shooting front. 


TUBERCULOSIS IN THE ARMY 


The incidence of tuberculosis, as reflected by the annual hos- 
pital admission rate, is only one tenth as high in the Army now 
as it was in the first world war. The principal factor in the 
decrease in the army rate is the screening process which is in 
operation to exclude men with active or potentially active tuber- 
culosis before they are inducted into the Army, Col. E. R. Long, 
chief consultant on tuberculosis for the Surgeon General’s Office, 
pointed out. Another reason is the fact that among the civilian 
population tuberculosis is only one third as prevalent now as it 
was during the first world war. 


MAJOR GORDON H. HAGGARD 
MISSING IN ACTION 


Major Gordon H. Haggard, formerly of Hope, Ind., has been 
reported missing in action since October 7. Dr. Haggard was 
a flight surgeon with a heavy bombardment group and is listed 
as missing in action over Germany. He graduated from Indiana 
University School of Medicine, Indianapolis, in 1933 and entered 
the service March 27, 1941. 
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FOURTEENTH CLASS OF AVIATION 
PHYSIOLOGISTS 


Graduation exercises at the School of Aviation Medicine, 
Randolph Field, Texas, for the fourteenth class of Aviation 
Physiologists were held December 16. Col. Paul A. Campbell 
presented the certificates. The course in aviation physiology is 
of five weeks’ duration and treats of the effects of lowered 
barometric pressure on personnel, anoxia and the effects of flight 
on man, the operation of low pressure chambers, the theory and 
practical use of oxygen equipment and the conduct of high 
altitude indoctrination and classification. 


ARMY AWARDS AND COMMENDATIONS 


Captain Seymour Reissman 

Capt. Seymour Reissman, formerly of Brooklyn, was recently 
awarded the Bronze Star Medal “for heroic action near —— 
on July 19, 1943. Captain Reissman and his crew dismounted 
from their medical half track to inspect the vehicle when enemy 
artillery fire started falling approximately 200 yards away. All 
of the personnel immediately took cover. When it became 
apparent that the fire was creeping toward the half track and 
would destroy it if it was not moved, Captain Reissman promptly 
and with complete disregard for his own safety ran to his 
vehicle and, on foot, guided his driver in backing the vehicle 
approximately 100 yards to a position of safety. During this 
time artillery fire was falling on both sides of the road opposite 
the half track. The immediate and courageous action on the 
part of Captain Riessman undoubtedly saved the vehicle from 
destruction and reflects high credit on himself and on the mili- 
tary service.” Dr. Reissman graduated from the Long Island 
College of Medicine, Brooklyn, in 1938 and entered the service 
Oct. 25, 1940. 

Captain Maurice Stamler 


The Bronze Star Medal was recently awarded to Capt. 
Maurice Stamler, formerly of Beardstown, Ill. The citation read 
“On Oct. 26, 1943 in Italy he moved through an enemy artillery 
concentration which was falling at the rate of eight rounds 
per minute to the aid of three seriously wounded infantrymen 
who had been struck by fragments of an enemy shell. Arriving 
some time before his ambulance he worked forty-five minutes 
with enemy shells bursting within 50 yards of him, adminis- 
tering aid to these wounded men. On arrival of the ambulance 
after the enemy artillery fire had ceased he directed their 
evacuation. His utter disregard for personal safety in this 
gallant action is deserving of the highest praise.” Dr. Stamler 
graduated from the University of Illinois College of Medicine, 
Chicago, in 1934 and entered the service Aug. 21, 1941. 


Captain Roy E. Hanford 

Capt. Roy E. Hanford, formerly of Sandpoint, Idaho, has 
been awarded the Bronze Star Medal. The citation accom- 
panying the award reads “During an intense enemy artillery 
barrage on April 6, 1944 near Anzio, Italy, a detachment tent 
of a hospital was struck by an enemy shell. With other 
medical officers who were on duty with him at an adjacent 
hospital he immediately rushed to the scene of the shelling and 
administered treatment to a number of seriously wounded 
soldiers. Although the area was under continuous bombard- 
ment they remained at the perilous task of rendering medical 
aid and expediting the quick removal of casualties for additional 
treatment. Their heroic performance reflects the finest traditions 
of the Medical Corps.” Dr. Hanford graduated from North- 
western University Medical School, Chicago, in 1941 and entered 
the service July 1, 1942. 


Captain Isbin S. Giddens 

The Bronze Star Medal was recentiy awarded to Capt. 
Isbin S. Giddens, formerly of Ray City, Ga., whose citation 
declared that “at New Georgia Island, Solomon Islands, he 
demonstrated an untiring devotion to duty, high personal cour- 
age and a marked degree of professional skill when by prompt 
action and efficient surgery he saved the life of a soldier who 
was seriously wounded. He traversed 400 yards of terrain 
covered by hostile fire to reach the stricken man and, working 
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in a slit trench during a heavy rain, performed a most difficult 
suture of the jugular vein. Because the soldier was too weak 
to move, Captain Giddens remained with him throughout the 
night, evacuating him the following morning.” Dr. Giddens 
graduated from the University of Georgia School of Medicine, 
Augusta, in 1933 and entered the service Oct. 19, 1941. 


Captain Mark M. Pomaranc 

Capt. Mark M. Pomaranc, formerly of Chicago, was recently 
awarded the Bronze Star Medal. The citation read “At Dutch 
New Guinea, from April 20 to June 12, 1944, he distinguished 
himself in the performance of his duty as surgeon of a task 
force. His untiring efforts in administering to the sick and 
wounded at advance outposts was a direct contribution to the 
high combat efficiency of the patrols. Working under hardships 
in combating jungle diseases, handicapped by supply, evacuation 
and communication problems, he succeeded in maintaining a 
high standard of health and sanitation.” Dr. Pomaranc gradu- 
ated from Northwestern University Medical School, Chicago, 
in 1941 and entered the service Jan. 5, 1942. 


Major Martin R. Wisely 

The Silver Star Medal was recently awarded to Major 
Martin R. Wisely, formerly of Edenton, N. C., whose citation 
declared that “on June 11, 1944 near Carentan, France, while 
his organization was pinned down by intense enemy machine 
gun and mortar fire, he, with complete disregard for his per- 
sonal safety, moved in to the front lines, administering first aid 
and removing the wounded, thereby saving the lives of many 


wounded soldiers. His conduct was in accordance with the 
highest standards of military service.” Dr. Wisely graduated 
from the University of Virginia Department of Medicine, 
Charlottesville, in 1935 and entered the service Sept. 16, 1940. 


Lieutenant Colonel Ben L. Pentecost 


The Soldier’s Medal was recently awarded to Lieut. Col. 
Ben L. Pentecost, formerly of Memphis, for “extraordinary 
heroism” in a bomber crash on September 3. While rendering 
first aid, part of the bomb load exploded. Injured, he continued 
to give medical aid, although not all of the bombs had exploded. 
“The performance of his duties in the face of unknown dangers 
reflects the highest credit on this officer and the armed forces 
of the United States.” Dr. Pentecost graduated from the Uni- 
versity of Tennessee College of Medicine, Memphis, in 1935 
and entered the service Feb. 1, 1941. 


Captain Jacob Schnitman 

An award of the Bronze Star Medal was recently made to 
Capt. Jacob Schnitman, formerly of Brooklyn, for meritorious 
service in combat as a battalion surgeon in Italy, Sept. 10, 1943 
to April 16, 1944. The citation reads “By his prompt and 
efficient treatment of wounded, Captain Schnitman saved count- 
less lives and reduced materially the morbidity and mortality 
rate. Through his efforts a high degree of combat efficiency 
has been achieved in his medical detachment.” Dr. Schnitman 
graduated from the University of Basel Faculty of Medicine, 
Basel, Switzerland, in 1936 and entered the service March 5, 
1941. 


NAVY 


V-12 PROGRAM OF THE NAVY 


The Navy has announced that its V-12 program, beginning 
Nov. 1, 1944, is limited to approximately 1,000 enlisted men 
from the ranks selected under the program. No trainees from 
civil life or from the military service will enter the Navy V-12 
(college program) in the term starting March 1, 1945. Students 
already enrolled in the V-12 program under contract to the 
Navy will continue their training as scheduled. The decision 
to eliminate any input on March 1, 1945 is the result of the 
Navy's estimate of its future officer requirements. There are 
now 69,000 prospective young officers in training in the Navy’s 
V-12 program. Additional examinations will not be held for 
candidates who desire to follow a premedical course. 


CHANGE IN COMMAND AT 
MEDICAL SCHOOL 


Capt. Herbert L. Pugh (MC), U.S.N., recently assumed the 
post of medical officer in command at the Naval Medical School, 
Bethesda, Md., as relief for Capt. Paul W. Wilson (MC), U.S.N. 
Prior to his present assignment Dr. Pugh was chief of surgery 
at the U. S. Naval Hospital, San Diego, Calif. He graduated 
from the University of Virginia Department of Medicine, Char- 
lottesville, in 1923 and was commissioned a lieutenant (junior 
grade) in the Medical Corps in 1923 and since that time has 
had many varied tours of duty both ashore and afloat. 


NAVAL 


APPOINT PSYCHIATRY EXAMINER 


Comdr. F. J. Braceland (MC), U.S.N.R., Neuropsychiatry 
Branch, Professional Division, Bureau of Medicine and Surgery, 
has been appointed an examiner on the American Board of 
Psychiatry. He attended board meetings in New York recently 
to examine candidates for certification as specialists in psy- 
chiatry. 


LIEUTENANT COMMANDER WAYNE H. 
_ STEWART MISSING IN ACTION 


Lieut. Comdr. Wayne H. Stewart, U.S.N.R., formerly of 
Coraopolis, Pa., has been reported missing in action. Dr. 
Stewart graduated from the University of Pittsburgh School of 
Medicine in 1933. He entered the service Nov. 5, 1940. 


FIRST SUBMARINE SURGEON 


Lieut. Comdr. William S. Francis, formerly of Washington, 
D. C., is believed to be the first navy doctor to wear both the 
wings of a flight surgeon and the dolphins of a submarine sur- 
geon. He was, in fact, the first submarine surgeon, for he was 
appointed the nucleus of a board to qualify other navy doctors 
for that designation. He recently completed his courses in flight 
surgery at the Naval Air Training Bases, Pensacola, Fla., and 
is awaiting assignment. After the United States declared war 
he was assigned to duty in the South Pacific as a submarine 
surgeon and there saw activity in the preventive branch of medi- 
cine in connection with submarine warfare, salvage operations 
and rescue work. His duty in the twenty-six months he was in 
the Pacific area included assignments in the vicinity of Guadal- 
canal and Tulagi, Hawaii and the Aleutians. In August of 1944 
he arrived at Pensacola for training as a flight surgeon. Dr. 
Francis graduated from Tulane University of Louisiana Schcol 
of Medicine, New Orleans, in 1935 and entered the service 
Aug. 19, 1937. 


MASS CHEMOPROPHYLAXIS AT 
NAVAL TRAINING STATIONS 


Capt. T. J. Carter (MC), U.S.N., chief of the Division of 
Preventive Medicine, Bureau of Medicine and Surgery, recently 
stated that as a result of “the largest controlled experiment in 
the history of medicine” mass chemoprophylaxis against respira- 
tory diseases caused by streptococcic infections has been insti- 
tuted at all naval training stations. Dr. Carter stated that in 
1943 mass chemoprophylaxis involving a million men was under- 
taken in selected stations on a controlled basis, the result of 
which was very successful. “At one station the rate of admis- 
sion for scarlet fever varied from 63.5 per thousand to 171.6 
per thousand during the observation period before the use of 
sulfadiazine. Following the institution of the prophylaxis, the 
rate fell to zero within two weeks. Tonsillitis at this 
same station fell from 426 per thousand to 46 per thousand. 
Rheumatic fever, the most serious of the infections associated 
with the streptococcus organism because of the heart involve- 
ments, was reduced from 87 per thousand to zero within four 
weeks.” Dr. Carter estima’ that the experiment alone saved 
over a million man-days for médical personnel and between 50 
and 100 million dollars. | 
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FOUR NAVAL HOSPITALS TO HAVE 
OCULAR PROSTHETIC UNITS 


Expansion of facilities for production of the new acrylic resin 
artificial eyes developed at the Naval Dental School, Bethesda, 
Md., recently began with the assignment of four dental officers 
to the naval hospitals at San Diego and Oakland, Calif., Seattle 
and Philadelphia. The dental officers will have completed a 
course in production of the eyes and are assigned to hospitals 
which already have dental prosthetic units. At the same time 
four other dental officers were assigned to the course and ten 
Waves and two enlisted men began special training in painting 
and coloring the eyes at the Naval Dental School. On com- 
pletion of the course the enlisted personnel will be assigned to 
the aforementioned hospitals to assist the dental officers. Each 
of the hospitals designated will establish maxillofacial (ocular) 
units in connection with their dental prosthetic facilities. 


NAVY AWARDS AND COMMENDATIONS 


Lieutenant Irad B. Hardy Jr. 

The Navy and Marine Corps Medal was recently awarded to 
Lieut. Irad B. Hardy Jr., formerly of Boston. Accompanying 
the award was the following citation, signed by Admiral Chester 
W. Nimitz: “For extraordinary heroism while serving against 
enemy Japanese forces on Kwajalein atoll, Marshall Islands, on 
Jan. 31, 1944. During the early stages of the battle, three 
LVT's (amphibious tractors) carrying him and forty Marines 
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capsized on a reef. He, although narrowly escaping death 
himself, repeatedly swam through the surf, pulling injured and 
dazed men to a channel marker. After all but seven of the men 
had reached this point of comparative safety, he, at the risk of 
his own life, dauntlessly set out over treacherous, submerged 
reefs for a grounded LCI (landing craft, infantry), which was 
approximately 200 yards away. He obtained a line from the 
LCI and courageously brought it back to the men precariously 
stranded on the marker. He then, although exhausted, directed 
and assisted the injured men to safety aboard the LCI. By his 
great personal valor, aggressive leadership and fearless devotion 
to duty, he saved many lives. His conduct throughout was in 
keeping with the highest traditions of the Naval Service.” Dr. 
Hardy graduated from Harvard Medical School, Boston, in 
1938 and entered the service Sept. 7, 1942. 


Lieutenant Peter T. Brooks 

Lieut. Peter T. Brooks, formerly of Boston, was recently 
commended for outstanding services as set forth in the following 
citation: “For outstanding services rendered to war casualties 
at Saipan Island, incident to the invasion of that island, June 
15-22, 1944. As a medical officer serving aboard an attack 
transport ship, he worked skilfully and tirelessly administering 
to wounded men evacuated from the combat zone. His profes- 
sional skill and steadfast devotion to duty were responsible for 
saving many lives and were in keeping with the highest tradi- 
tion of the naval service.” Dr. Brooks graduated from Colum- 
bia University College of Physicians and Surgeons, New York, 


* in 1942 and entered the service April 15, 1943. 


MISCELLANEOUS 


AMERICAN LEGION PLANS PROGRAM 
FOR MEDICAL SERVICE 

The American Legion recently announced a program to 
mobilize the highest medical intelligence of America to advise 
on the mental and physical health needs of returning veterans. 
Nine eminent physicians and surgeons were named to a national 
board that will counsel the Legion in its service to discharged 
men. They are Col. Leonard G. Rowntree, chief of the selec- 
tive service division and internationally known authority on 
glandular disturbances, named as chairman; Major Gen. George 
F. Lull, deputy surgeon general, U. S. Army, and Rear Admiral 
William C. Agnew, assistant surgeon general, U. S. Navy, both 
advisers in general medicine; Col. Esmond R. Long, Office of 
the Surgeon General, U. S. Army, adviser in pulmonary dis- 
ease; Capt. Raymond C. Wells, U. S. Navy, assistant chief of 
the Selective Service Medical Division, adviser in dentistry; 
Lieut. Col. Louis H. Renfrow, executive officer, Selective Ser- 
vice Medical Division, as assistant chairman of the board; Lieut. 
Col. Charles W. Mayo, adviser in surgery; Dr. William D. 
Stroud, professor of cardiology, University of Pennsylvania, 
adviser in heart ailments, and Dr. Winfred Overholzer, superin- 
tendent of St. Elizabeths Hospital, Washington, D. C., adviser 
in psychiatry. Particular attention will be given by the board 
to the handling of psychoneurotic cases. 

National Commander Edward N. Scheiberling stated that 
similar medical advisory groups are projected for each state, 
and it is planned, as the program progresses, to appoint post 
surgeons in each community having a Legion post. 


NUTRITION LABORATORY NOW 
IN CHICAGO 


The Medical Nutrition Laboratory, formerly part of the Army 
Medical School, Army Medical Center, Washington, D. C., has 
moved to 1849 West Pershing Road, Chicago 9. Capt. George 
Berryman, Sn. C., is the acting commanding officer, and Capt. 
Cyrus French, Sn. C., is executive officer. A new laboratory 
is being constructed, and the scope of the work will be increased. 
In addition to training nutrition officers there will be physiologic, 
chemical and bacteriologic studies made of nutritional owt 
pertaining to army personnel. 


PENICILLIN TREATMENT OF YAWS 

The Surgeon General’s Office, in cooperation with the Office 
of the Coordinator of Inter-American Affairs and the Army 
Epidemiological Board, has organized a joint project in Haiti 
to study the effect of penicillin in the treatment and control of 
yaws. Yaws is endemic in certain sections of Haiti, and the 
large number of cases affords an excellent reservoir of clinical 
material for study. Lieut. Col. T. H. Sternberg, director, 
Venereal Disease Control Division, Preventive Medicine Ser- 
vice, Office of the Surgeon General, who has had considerable 
experience with penicillin, went to Haiti this month to cooperate 
with the American Sanitary Mission of CIAA under the direc- 
tion of Lieut. Col. James H. Dwinelle, chief of party, in initiat- 
ing the project there. He was accompanied by Major Charles 
R. Rein, serologist from the Army Medical School. The fol- 
lowing week Brig. Gen. James S. Simmons, chief of preventive 
medicine service, and Major Douglass W. Walker, executive 
officer, visited the group in Haiti to observe the progress of the 
project and to assist in the development of plans for its con- 
tinuation. Also with the group in Haiti were Capt. Ralph P. 
Creer of the medical administrative corps and Corp. Bruno 
Mickeleit of the Medical Arts Service of the Army Medical 

useum, 


HOSPITALS NEEDING INTERNS 
AND RESIDENTS 


The following hospitals have indicated to the Council on 
Medical Education and Hospitals that they have not completed 
their house staff quota allotted by the Procurement and Assign- 
ment Service : 

(Continuation of list in Tut Journat, December 30, page 1157) 
MASSACHUSETTS 
New England Hospital for Women and Children, Boston. Capacity, 
260; admissions, 4,033. Miss Josephine A. Mulville, R.N., Super- 
intendent (6 interns, 1 resident, all women). 
NEW YORK 

Hospital for Joint Diseases, New York City. Capacity, 362; admis- 

sions, 5,311. ce J. Golub, Director (8 interns, July, August, 


Mount Sinai Hospital, New York City. Capacity, 853; admissions, 
14,534. Dr. Joseph Turner, Director (2 residents—oto mrrnpmngr- 


OREGON 
Emanuel Hospital, Portland. Capacity, 425; spe 11,532. A. L. 
Morland, Superiatendent (2 residents). ii. 
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A. 
an. 13, 1945 


ORGANIZATION SECTION 


ANNUAL CONFERENCE OF SECRETARIES 
AND EDITORS OF CONSTITUENT 
STATE MEDICAL ASSO- 
CIATIONS 


Dr. James R. Bross, Chairman of the Board of Trustees 
of the American Medical Association, Presiding 


Fripay, NoveEMBER 17—MorNING 
(Continued from page 36) 


The Council on Medical Service and Public 
Relations 


Joun H. Fitzcrpson, Portland, Ore.: When created by 
the House of Delegates, in 1943, the duties of the Council on 
yngonng Service and Public Relations were outlined as follows: 


To make available facts, data and medical opinions with — to 
PM, bes adequate rendition of medical care to the American ee 
2 inform constituent associations and component societies pro- 
posed changes affecting medical care in the nation. 


inform and component societies regarding 
the activities of the Coun 


0 investigate comoaee ‘pertaining to the economic, social and similar 
aspects of medical care for all the people. 

5. To study and suggest means for the distribution of medical service 
- legates consistent with the principles adopted by the House of 

To- develop and assist committees on medical service and public 
sedation originating within the constituent associations and component 
societies of the American Medical Association. 

Contrary to the ideas of some, the Council is not a lobby, 
a policy making body or a bargaining agency. Our duties are 
definite and cover a broad field. We have received and are 
continuing to receive the wholehearted and invaluable coopera- 
tion of the Board of Trustees, the Bureau of Legal Medicine 
and Legislation, the Department of Public Relations, the 
Council on Industrial Health, the Bureau of Medical Eco- 
nomics and all other departments of the American Medical 
Association. The Council has been handicapped by the resig- 
nation of Dr. G. Lombard Kelly, former secretary. I wish 
to express gratitude to Mr. J. W. Holloway Jr., who has 
resumed the position of Acting Secretary in addition to his 
other duties. A permanent secretary will be secured as soon 
as possible. 

We regret the retirement of Dr. Leland and Mr. Simons of 
the Bureau of Medical Economics, who have rendered out- 
standing service to the American Medical Association for many 
years. Their close cooperation with the Council has been 
appreciated and we miss them greatly. 

The Washington office of the Council has been operating 
since the Ist of September under the full time direction of 
Dr. Joseph Lawrence, who, previous to that time, was in a 
consultant capacity. Within a short time’ larger permanent 
quarters will be obtained and the Washington staff of employees 
increased. 

Bulletins of the Council will be distributed from both the 
Washington office and the Council headquarters in Chicago. 
We shall be glad to receive your suggestions in regard to 
material to be included in these bulletins. 

Two regional meetings with representatives of constituent 
associations and local committees on medical service and public 
relations have been held. It is the intention of the Council 
to hold regional meetings in every section of the United States 
to acquaint local groups with the work and objectives of the 
Council and to meet personally the men responsible for local 
activities. At these meetings the Council wishes to receive 
information on local problems and will welcome suggestions 
from local men. The first series of regional meetings should 
be completed before the next meeting of the House of Dele- 
gates in June. Based on the experience of this series of meet- 
ings, further meetings will be planned. 

In cooperation with the Council on Industrial Health, it is 
planned to hold conferences on society sponsored medical ser- 
vice plans. It is time for evaluation of the accomplishments 
of these plans and frank discussion of their difficulties and 
problems. There has been a tendency to minimize difficulties 


and gloss over problems that must be faced in order to be 
solved. Strengthening of the plans will result from open dis- 


cussion and interchange of experience and ideas. It is the 
desire of the Council to promote constructive discussion and 
to assist local organizations in every way. 

The Council recognizes its responsibility to the House of 
Delegates, which created it, and to the individual members of 
the component societies, sections and armed forces who are 
represented through the House of Delegates, as well as to the 
people of the United States, whose adequate medical care is 
the objective of the medical profession of this nation. 

It is not the desire or the intention of members of the 
Council to adopt a defensive attitude, for we believe that the 
objectives of the medical profession have been clearly defined 
and that an active constructive program is indicated. We feel 
that, inasmuch as the Council has been created by the House 
of Delegates, acting as representatives of members of compo- 
nent societies, we have the right to request the vigorous coop- 
eration of those who have given us the responsibility of acting 
for them. Sacrifices of time and enegry are expected from 
thousands of physicians throughout the country. While we do 
not expect every physician to contribute as much time and 
energy as elected officials of medical societies, we believe that 
every individual physician has a responsibility to the medical 
profession and to the public, and that responsibility calls for 
wholehearted participation in the solution of problems of medi- 
cal care. 

As individuals and medical organizations, the health of the 
people of America is our direct concern and a responsibility 
that cannot be ignored. Those members of our profession who 
avoid this responsibility should not complain if the solution is 
not to their liking. Every citizen must assume the responsi- 
bilities of citizenship if this nation is to survive in the form 
anticipated by its founders. We have heard too much of the 
rights and privileges of citizenship, and, even in this hour of 
national peril, too little about the responsibilities and obliga- 
tions which should compensate for those rights and privileges. 
If we are to become anything more than a nation of social 
hitch hikers, due appreciation of political responsibilities must 
be instilled in our people. Many members of our profession 
need to be reminded that casting of the ballot does not cover 
the full responsibility of citizenship. 

As medical men and women we possess information needed 
by our lawmakers and other public servants. No other group 
is qualified by education and experience to carry the responsi- 
bility of speaking with authority on medical matters. Neces- 
sity demands that the medical profession carry out its 
responsibilities of medical citizenship. The Council on Medical 
Service and Public Relations intends to do its part. I wish 
to remind you, however, that good medical citizenship like 
other virtues begins at home, and that local problems generally 
require local solutions. National problems are but the sum 
total of local problems and, if we wish to limit the activities 
of entrenched bureaucracy, national solutions must be the sum 
total of local solutions. 

The objective of the American Medical profession as stated 
in the platform of our national association is “availability of 
medical care of a high quality to every person in the United 
States.” Our problem is to accomplish this objective in the 
best interest of the American people. You well know the 
difficulties of the problem and the complexities of local health 
needs. Making medical care available will not solve the prob- 
lem in its entirety, for poor economic and environmental con- 
ditions, are in many communities the chief contributing factors 
to poor health. Even though these contributing factors are 
eliminated, the public must be informed of the value oi good 
medical care and induced to take advantage of facilities and 
services when made available. 

Local and national surveys show that the medical profession 
is held in high regard by the public and that the problems 
involved are for the most part economic. Active participation 
by the medical profession will lead to satisfactory solutions. 
Any solution in which representatives of the medical profes- 
sion are not active and enthusiastic participants is bound to 
fail, for no plan of medical care can succeed without hearty 
cooperation of our profession. . It should be apparent to even 
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the most rabid proponents of socialization that compulsion is 
not the answer. A course in “how to win friends and influ- 
ence people” is badly needed by some of our public servants. 
The vote getting aspects .of public relations seem to have 
become hypertrophied at the expense of cooperative effort for 
human welfare. The medical profession has offered its whole- 
hearted cooperation time and again in the solution of medical 
legislative problems, but the battle of pressure groups continues. 

Reading of testimony presented before various congressional 
committees reveals many proposals for dealing with health 
problems. I suggest that those who have not done so read the 
printed hearings of Senator Pepper’s Subcommittee on War- 
time Health and Education. While you will not agree with 
many of the proposals, you will at least find the material 
informative. Recent testimony has not been published, but 
press releases contain the most important suggestions of those 
appearing before the committee. I understand that published 
reports of the latest testimony will be available in the near 
future. 

You will be particularly interested in Colonel Rowntree’s 
testimony on selective service rejections. This report has 
received much publicity, and there has been a great deal of 
argument as to the medical phases involved. I am well aware 
that many false conclusions can be and have been drawn from 
this testimony and that it will require prolonged and careful 
analysis and supplemental information before the full and true 
significance can be appreciated. 

The high percentage of rejection of draftees, regardless of 
cause, is a matter that concerns the medical profession in no 
small degree, particularly as the tremendously high percentage 
in some states is contrasted with the much lower rate in states 
at the opposite extreme. Although I come from the state 
and geographic section with the lowest rejection percentage in 
the Union, I am not unconcerned about the higher rates else- 
where. Even if I had no concern from a humanitarian stand- 
peint, I have very intimate personal reasons to be interested in 
conditions in other areas. As the father of a 17 year old boy 
now in uniform, I realize, as do other parents, that the need 
of the armed forces for 17 and 18 year old boys would not 
exist if all sections of the country were able to do their 
part in filling the military quota. Wives and children of men 
drafted because of military need no doubt are becoming aware 
that conditions in certain sections of the country have made it 
necessary for their husbands and fathers to take the place 
of those who have been rejected. 

We as physicians know that the necessity for repairing reme- 
diable defects has required the services of many physicjans 
and dentists within the armed forces. Whether some of these 
men could have been retained in civilian life under other cir- 
cumstances is of course purely conjectural. As members of 
medical school faculties, we are aware that the supply of 
premedical students, and therefore the ultimate supply of physi- 
cians, has been reduced considerably by the drafting of students, 
apparently made necessary by the high percentage of rejections. 

All of these considerations, personal and otherwise, emphasize 
the need for interest in and adequate study by the medical and 
dental professions of rejection tables as well as medical dis- 
charge figures. 

It is my belief that all state medical societies should sponsor 
carefully conducted and extensive surveys of local health needs, 
as well as thorough analysis of their own selective service and 
medical discharge figures. My own society, at the last meeting 
of the House of Delegates, created a committee for this pur- 
pose. Not only will the study include medical needs but the 
committee will embrace medicine, dentistry, nursing, hospital 
management, the Procurement and Assignment Service, public 
health, the Veterans Administration, veterinary medicine and 
all groups concerned with health, The committee will be sup- 
plied with funds by the medical profession, and its findings 
will become the basis for local health planning. Other states 
will no doubt see the desirability of similar studies adapted to 
their own problems. 

Much time and effort have been devoted to heated discus- 
sions of medical problems, and little effort so far has been 
expended on reaching agreement on basic principles. As one 
reads the opinions of others, and. it is well to turn a diagnostic 
eye and ear toward those with whom we do not agree, if for 
no other reason than diagnosing their mental processes, it 
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becomes apparent that, regardless of the heat and smoke, 
every one concerned is agreed on one thing, and that is the 
objective of the American Medical Association, “availability of 
medical care of a high quality to every person in the United 
States.” It is cheering to know that we are all going in the 
same direction. Agreement, however, must be reached on other 
things. Fortunately the medical profession is already agreed 
on many phases of this problem and has clearly stated several 
constructive suggestions in a platform which was adopted by 
the House of Delegates in 1937. Although conditions have 
changed in recent years, the proposals made at that time are 
still sound, for they are the result of many years of serious 
study and discussion. Let me review them. 

Since 1875 “in the interest of efficiency, the avoidance of 
duplication and a saving of vast sums of money” the Amer- 
ican Medical Association has advocated “the establishment of 
an agency of federal government under which shall be coordi- 
nated and administered all medical and health functions of the 
federal government exclusive of those of the Army and Navy.” 
The reasons for this are sound and known to you. The estab- 
lishment of this agency with a secretary of cabinet rank and 
a commission including an adequate number of qualified 
physicians would be the first and most important step in 
developing a so-called national health program. The medical 
profession will unite behind legislation to accomplish this 
purpose, and further constructive steps will be made easier. 

It is difficult to understand why such a logical step has not 
been taken. After sixty-nine years of requesting, suggesting, 
recommending and urging this coordination of federal health 
functions, I believe that the medical profession should take 
definite steps to further the development of this proposal. I 
doubt that any serious arguments can be developed against 
such a progressive step. 

Other planks in the platform of the American Medical 
Association are surely constructive, and reasonable agreement 
can certainly be reached on most of them, except by the minority 
who favor complete socialization of all health activities: Let 
me review them rapidly: 

“A. In the extension of medical services to all people, the 
utmost utilization of qualified medical and hospital facilities 
already established. 

“B. The continued development of the private practice of 
medicine, subject to such changes as may be necessary to main- 
tain the quality of medical services and to increase their 
availability, including the development and extension of volun- 
tary hospital insurance and voluntary medical insurance. 

“C. Expansion of public health and medical services consis- 
tent with the American system of democracy. 

“D. The allotment of such funds as the Congress may make 
available to any state in actual need for the prevention of 
disease, the promotion of health and the care of the sick on 
proof of such need. 

“E. The principle that the care of the public health and the 
provision of medical service to the sick is primarily a local 
responsibility. 

“F. The development of a mechanism for meeting the needs 
of expansion of preventive medical services with local deter- 
mination of needs and local control of administration. 

“G. The extension of medical care for the indigent and the 
medically indigent, with local determination of needs and local 
control of administration.” 

It is not necessary to discuss these planks in detail before 
this group, for you are all familiar with them. I believe, how- 
ever, that considerable time could well be devoted to discussion 
of this platform before component societies and in local medical 
journals. 

I believe this platform contains the fundamental principles 
which will enable this nation to reach the objective of making 
good medical care available to all by the cooperation of the 
medical and allied professions, government, industry, labor 
and other interested groups. A cooperative effort will be a 
manifestation of constructive citizenship, whereas continued 
attempts at compulsion will aggravate confusion and delay the 
ultimate consummation of our objective. 

Members of the Council on Medical Service and Public 
Relations intend to promote the objective of the American 
Medical Association to the best of their ability. We ask your 
continued cooperation. 


Seconp Session, FrRmpAy AFTERNOON 
Dr. D. L. Cannon, Montgomery, Ala., Presiding 


The Red Cross Blood Procurement Program 

Dr. Ovin West, Chicago: We have here today, as repre- 
. sentatives of the American Red Cross, Dr. G. F. McGinnes, 
who is the medical director of the Red Cross, and Dr. G. Canby 
Robinson, who has had a large part to play in the establishment 
of blood banks. They want to get such suggestions and advice 
as you may be willing to offer as to the program that the Red 
Cross should adopt and carry forward in the matter of the 
collection of blood and in the preparation and distribution of 
plasma. 

Dr. G. Foarp McGinnes, Washington, D. C.: All of you 
are familiar with the Red Cross blood procurement program 
for the armed forces. Some are probably familiar with the 
civilian program which we have carried on during the war at 
the request of certain communities and states to furnish blood 
donors for civilian purposes. During the past few months our 
chapters have had requests to continue into some sort of pro- 
gram of blood or donor procurement following the war. It was 
our thinking that we should consider these requests and, if the 
Red Cross is to continue in this field, work out some program 
before our war program ceases. It was brought to the attention 
of our National Medical Advisory Committee for suggestions. 
It was its thinking and our thinking that the Red Cross should 
go into such a program if there is a need. It was our thinking 
further that before we developed any definite plans we should 
have the advice and guidance of organized medicine through 
the American Medical Association and of the state official health 


agencies through the Association of State and Territorial Health - 


Officers; therefore we met with the Board of Trustees of this 
Association and at its invitation we are meeting with you 
today. We have also met with the Association of State Health 
Officers. We will later discuss this formally or informally 
with the American Hospital Association. The purpose of this 
discussion is to get your suggestions and advice regarding the 
participation of the American National Red Cross in a donor 
procurement program to meet civilian needs in peacetimes. 
However, I will appreciate it if Dr. G. Canby Robinson, who 
is director of our national blood donor program, will give a few 
of the pros and cons regarding our program. As you know, 
Dr. Robinson has probably had more experience in this field 
than any other man has ever had and [ certainly hope will ever 
have in the future. 

Dr. G. Cansy Rosinson, Baltimore: The Red Cross has an 
organization including 3,778 chapters that are organized on a 
community and county basis. The Red Cross has a rather exten- 
sive experience in recruiting blood donors and in the adminis- 
tration of blood donor centers during the war. It is a question 
as to how this experience may best be employed on a peacetime 
activity. There has been much enthusiasm and interest develop- 
ing in a number of localities and cities and communities in 
regard to having blood and blood derivatives available for the 
civilian population. The Red Cross chapters are being asked 
to participate. This program as it seems to be developing may 
be. statewide, it may be communitywide or even projects that 
involve only a single hospital are suggested. In some instances 
the local medical societies may sponsor such programs, and in 
other instances state or municipal departments of health may 
have funds available for the support and may therefore develop 
blood and plasma transfusion programs as an official service. 
The blood donor service, which was instituted at the request of 
the Surgeons General of the Army and the Navy, is a joint 
project in which the Red Cross and the Division of Medical 
Sciences and the National Research Council participate. The 
technical aspects have been controlled by a small committee of 
the National Research Council. The Red Cross has not had 
the responsibility of formulating the technical operations, and 
the Red Cross does not intend to engage in any such technical 
operations in the future. Now the relation of the Red Cross 


to these projects presents two somewhat opposed considerations. 
The Red Cross desires to serve the public through its chapters 
in matters of the relief of suffering and the promotion of health 
an in so doing show itself worthy of the social, spiritual and 
financial support of the public. Within the limits of its function 
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as set forth by its Congressional charter, the American Red 
Cross serves the people of this country in times of peace as well 
as in times of war. It is anxious to respond through its national 
organization and its chapters to an¥ worthy public demand for 
a type of service that falls within the fields of its activities. 
On the other hand, the Red Cross is mindful of the serious 
responsibility it assumes in participating in any blood or plasma 
transfusion progtam which deals with very serious matters of 
life and death. In recruiting volunteer donors the Red Cross 
is concerned with and has the responsibility for their safety 
and treatment as individuals: the technical standards used in 
procuring their blood, the care with which the blood is handled 
and conceived, the proper distribution and use of the blood and 
observance of all understandings of donors in regard to any 
charges to be made for its use. The Red Cross is supported by 
voluntary contributions, and the type of service, the type of 
reputation and the type of public relations that are maintained 
determines quite a great deal the public support that the Red 
Cross has. In all the discussions we should like to have you 
bear in mind that, although the Red Cross is extremely anxious 
to do a public service, if there is a need and if the profession 
feels that it should be done, it must have your consideration 
and your sympathetic understanding of the problems that are 
involved when it undertakes the enrolment of donors. We have 
had three responsibilities before us dll the time in the Red Cross 
blood donor service, the first being the protection of the donor, 
the second the protection of the blood that is donated and the 
third the protection of the Red Cross money. We put that 
third, because our primary responsibility has been the protection 
of the donor. We are proud of the fact that we have bled 4 or 
5 million people and obtained over 10 million pints of blood 
with an extremely small percentage of accidents and difficulties. 
The American public is now educated to the value or to the 
ease, you might say, of giving a pint of blood and the relative 
safety with which it may be done. We are convinced that the 
public will respond to any well organized service for the supply 
of human blood for civilian needs, and the Red Cross hopes 
that all the organizations with which it cooperates can be so 
standardized, if we can use that word, or will maintain such 
good standards of technic and of distribution and of ethical 
treatment of the whole matter that the Red Cross can go along 
with these projects. 
DISCUSSION 

Dr. Micuaet A. TicHr, Boston: Many of our communities 
have set up one or two blood banks in the hospitals in those 
communities. What consideration does the Red Cross intend 
to give to these blood banks that are already set up for the 
purpose of meeting civilian needs? 

Dr. CREIGHTON BarKER, New Haven, Conn.: The Connecti- 
cut State Medical Society recognizes the need for the project 
that Dr. Robinson has outlimed—the continuance of a com- 
munity blood service after the war. Our society at its meeting 
late in the summer appointed a committee on statewide blood 
bank for the express purpose of exploring the possibilities of 
continuing the operation of the blood bank in our state, which 
has been operated in cooperation with the Red Cross and, I 
should like to say, in a highly satisfactory_manner to us. That 
association has been pleasant, productive and valuable. About 
ten days ago we had a meeting with the board of trustees, or 
a similar body, including the president of the Red Cross chapter 
where the operation has been centralized in Hartford during 
the war period, for the express purpose of discussing the prob- 
lem that is now presented to us, as to how we could as a state 
medical society on the one hand and the local Red Cross chapters 
on the other hand continue this useful service. It was our 
tentative opinion at that time, which received general agreement 
from the physicians who were present as well as the gentleman 
from the Red Cross Board, that the technical service should be 
done by an organization other than the Red Cross, that is, a 
committee, an operating group, from the state medical society. 
It would, in fact, be the same individuals who have been carry- 
ing on the job for the last three years, with the exception of 
the loss of one or two naval medical officers who ave been 
temporarily assigned to our program. That personnel is willing 
and anxious to continue to do it. The gentleman from the 
Red Cross was of the opinion that perhaps the most useful 
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thing the Red Cross might do would be, as Dr. Robinson has 
proposed, the recruiting of donors and certain administrative 
procedures apart from the technical procedures. As to just how 
this technical group is to be operated and financed, the answer 
is not clear as yet. However, it appears that we shall be able 
to work out the finaneing of this central blood bank or this 
blood donor service in cooperation with hospitals. Particularly 
our small hospitals need this service. I should like to have you 
know that we are alert to this opportunity for usefulness, and 
I have an idea that we are going to do it and we should like 
to have your help. 


Dr. W. L. Brerrinc. Des Moines, Iowa: As the Iowa state 
commissioner of health, I should like to offer the following 
comments: In this blood bank program for peacetime I feel 
that there should be first a close cooperation between the Red 
Cross and the state health agency. In the distribution of the 
service that seems to be the logical state agency. I feel that 
at least in states of a certain size it is the logical function of 
the state department of health to process the blood plasma or 
other substitutes of whole blood for transfusion purposes for 
the entire state. Speaking from an experience of four or five 
years largely in the processing of pooled convalescent serum 
for scarlet fever, measles and whooping cough, and three years 
of experience in the processing of blood plasma, pooled blood 
serum and other substitutes and of distributing these units 
throughout the hospitals of the state, we have received the fullest 
cooperation on the part of hospitals as well as of all the local 
medical societies, and it is my feeling that that is a logical 
function of a state health department. We are requesting from 
the next legislature the building of a special laboratory building 
so that we shall be able to process blood plasma for the entire 
state, and it is our hope that we can cooperate fully with the 
Red Cross, because it is most valuable in the enrolment of 
donors, in carrying out various arrangements that are necessary 
and in providing the mobile collecting unit. We have the best 
type of facilities for processing pooled blood, collecting blood 
from hospitals and then processing it for them, possibly at cost 
price in some instances. It would be our thought that blood 
plasma or its substitute should be made available to every per- 
son in a community. If there are contributions from those who 
are economically able, that will help in maintaining the cost of 
the central unit. I should like, furthermore, to call attention to 
the rather remarkable way in which blood collection has been 
carried on by the Red Cross for war purposes: the arrange- 
ment of a suitable place for collection, having a courteous 
attendant who gets their names, having a physician present to 
make at least a general examination, listing the age of the 
donors and then serving them with coffee and sandwiches or 
some slight repast, giving them an opportunity to lie down for 
a half hour or an hour, and making them go away from the 
central station with the feeling that they have really done some- 
thing, that they have contributed something to their country 
and in the future to their community. I feel that there is a 
psychologic side to this. You must have the cooperation of the 
donor. In certain instances in the past we have paid donors, 
but I think in the future that will not be necessary. However, 
I am sure that a coordinated program on a statewide basis in 
states of a certain size is the logical procedure to carry on. At 
least that is what we hope to do. I understand that Michigan 
is going to follow out the same plan. 

Dr. L. W. Mason, Denver: I am glad for this opportunity 
to say just a few words about a civilian blood bank which we 
have in Colorado. This bank was begun about two years ago, 
and it has been in operation for something over a year and a 
half with funds supplied by Helen Bonfils in memory of her 
mother, Belle Bonfils, who was the widow of the founder of 
the Denver Post. If there are persons in one’s community with 
a considerable amount of money, I am sure that nothing would 
appeal to them more than to give money for the establishment 
of a civilian blood bank. The name of this bank is the Belle 
Bonfils Memorial Blood Bank. The technical work is done at 
the Medical School at the University of Colorado, in the depart- 
ment of clinical pathology. There is a full time technical direc- 
tor, Dr. Marion Rymer, who has charge of it. There was a 


little difficulty, of course, at firstin getting a suitable number 
of donors to get it started. As far as I know it has not inter- 
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fered with the Red Cross blood bank for war purposes which 
we have there and which has always met its quotas without 
any difficulty. One interesting thing about this in particular 
that | thought might be of value to those of you who might be 
contemplating initiating such a project in your own community 
is the way in which the donor clientele has been built up. At 
first the plasma was kept at the medical school and dispensed 
from there. A little later, as the bank grew, plasma depots 
were established in all the private hospitals in Denver as well 
as in the county hospital. At present depots are established all 
over Colorado, so that there is no place in the state from which 
plasma cannot be obtained in a short time in an emergency. I 
think there is a tremendous need to continue this activity after 
the war is over. It isn’t always possible immediately to get a 
donor and to get patients transfused with whole blood, in 
obstetric accidents, for example, or in industrial accidents, where 
there has been considerable use of whole blood and plasma. 
Now the interesting way in which the donor clientele has been 
built up in Colorado is this: Any doctor in the state is entitled 
to draw on the blood bank for whatever plasma he needs whether 
it is 250, 500 or 1,000 cc. or more. The one who gets the plasma 
is obligated to see that friends or relatives, three of them, 
report to the blood bank at some time in the future as donors. 
Of course, not all of them do that, but I presume that 90 per 
cent have done so. No charge whatever is made to any patient, 
whether he is indigent or a millionaire, for use of the plasma. 
The payment is in further donors of more blood or more plasma. 
That civilian bank has grown. It is entirely successful and, 
of course, it has been a godsend to doctors who need plasma in 
a hurry. All the private hospitals can get it at a moment's 
notice and it is now distributed over the state, so that these 
centers all over the state are within accessible distance to any 
doctor in Colorado. 

Dr. Rosert Mclver, Jacksonville, Fla.: I should like to ask 
Dr. Robinson if at the present time the armed services will 
accept plasma from civilian blood banks. At one time they 
would not and I had some correspondence with Davis and a 
very nice letter from Dr. Robinson about it, but they were not 
able to accept the plasma from the bank, and that led us into 
this rather unfcrtunate situation that I believe could have been 
avoided had the armed forces accepted even a token amount of 
plasma from the civilian bank. When we were not able to tell 
people who were giving blood that we were sending it abroad 
a great many lost interest, even though we offered blood and 
plasma to the armed services in our vicinity and it was accepted. 
We processed blood, for instance, for the naval dispensary at 
the air base, technically phrased, in containers furnished by the 
Navy, and we had fine cooperation there. We had a lot of 
donors from the base and we sent a good deal of plasma out to 
the base and that worked out fine. I was interested in what the 
doctor from Colorado said about a fund or an endowment that 
would take care of the finances and we did not have to extract 
from the recipients of this service any fee. Our first fee was 
$3 when we were financed by the Civilian Defense. They gave 
us about $1,000 a month, and we made a token charge of $3. 
to cover expendable material, not as a service fee at all. Now 
the Civilian Defense has withdrawn that support and the blood 
bank has become an independent institution and it is financing 
itself by a service charge of $10. I believe that if the Red Cross 
would, in civilian life, bring up the donor problem and keep 
feeding it, it would be all right provided no charge was made 
for any of the service anywhere along the line. We use the 
same system that is used in Colorado. We give the blood out 
on the call of any doctor in any amount that he needs. We 
do not expect anything for it right then, but we hold the doctor 
responsible for the donor replacement. I am sorry to say that 
ours has not been anything like 90 per cent. Most of our 
doctors are in the red, and we have to keep on having revivals 
and talks to get them to spruce up and get the donors. In 
spite of the fact that some are deeply in the red, we continue 
to give them any and all of the blood or plasma that they need 
on call. All of it is deposited in all the hospitals. The bank 
is established as an independent institution not for profit, 
incorporated. It is self supporting. All of the personnel are 
full time, and all of the directors serve without pay and the 
plasma is kept in all the hospitals. We have a separate white 
and colored bank, being from the Deep South. The colored 
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hospitals have plasma on storage and the blood is sent on call. 
All of the work, from the typing to the delivery of the blood and 
plasma and the apparatus to give it, is the responsibility of the 
bank and it is all done at the bank. 

Dr. W. F. Donatvson, Pittsburgh: Before the war, as a 
matter of fact through the Committee for the Control of Acute 
Appendicitis Mortality of our state medical society, we interested 
the health department of the state in the establishment of a 
mobile laboratory and visited all of the smal! hospitals in the 
state that would guarantee a certain number of donors to be on 
hand the day the mobile unit arrived. This blood was taken 
back to Philadelphia and processed and about 90 per cent of 
it returned to each hospital, probably 10 per cent being held 
in a common fund. It was then returned to the hospital, at a 
price of $3.75 for each pint, with the understanding that no 
charge would be made for the use of that blood plasma. 

Dr. Hotman Taytor, Fort Worth, Texas: I see no reason 
in the world why the American Red Cross should not continue 
as a peacetime occupation its blood donor service, which it has 
done so successfully during the war, provided it continues its 
policy of cooperating rather than supplanting agencies that are 
working along that line. It occurs to me that the name of the 
Red Cross will go far toward getting blood donors where the 
use of various revivals in the interest of local enterprises might 
fail. In Texas there are two well established, relatively long 
established, blood banks, one conducted by the state health 
department in its excellent laboratories, and the other a private, 
nonprofit enterprise in the city of Dallas by Dr. Hill. Now if 
the Red Cross should go down there in Texas and cooperate 
with the state health department and cooperate with that blood 
bank in Dallas, it would be helping and they might need its 
services. They might not, but at any rate the cooperation 
wouldn’t harm. But I think it would be a mistake to try to 
supplant that service. Dr. Hill’s blood bank in Dallas is non- 
profit, as I say. They make a charge of $5, I believe, and a 
replacement of the blood when the blood is given for private 
use. That is to cover the overhead and, as the overhead is 
reduced, that charge is reduced also. The great open spaces in 
Texas cannot furnish that kind of service and therein lies the 
great opportunity of the Red Cross, and there is no reason I 
can see why we should not approve of the idea The Red 
Cross must have work to do in the interim between wars in 
order to maintain at least a skeletonized organization, else it 
will not be ready when war comes. 


Dr. G. Cansy Rosinson, Baltimore: Dr. Mason’s account 
brings up the question Is the Red Cross needed or necessary to 
carry on blood banks on a state-community basis? Dr. McIver’s 
question about the use of blood for the armed forces from 
other than Red Cross blood donor centers has been one that 
we have had to face many times, and it has been one of a good 
deal of embarrassment. We gather the blood and turn it into 
the laboratories. Now the question is May any other agency 
gather blood and turn it into the laboratories? I can say that 
- it is illegal from this sense: The laboratories are licensed by 
the National Institute of Health of the Public Health Service. 
That license has a legal standing and that license extends into 
the procurement. Our centers are inspected by the laboratories 
and by the National Institute of Health to see that we are 
carrying out the whole technical procedure according to the 
specifications of the National Institute of Health and are ful- 
filling the licensing certificate. So that it is impossible for the 
laboratories to receive blood from private or other agencies 
for processing for the Army and the Navy to be shipped over- 
seas. There have been several instances in which the local 
blood bank has fulfilled a need of a local military establishment, 
such as Dr. McIver has mentioned, but that is not quite the 
same as sending the blood into the whole great pool for 
processing. The Army and the Navy, as a matter of fact, have 
taken some steps to have blood and plasma available for these 
local establishments, so that they will not have to call on the 
local banks. I think, however, the local bank that has been in a 
position to give that service has rendered a great service. But 
it has not been possible for the Army and the Navy program 
to take blood in this processing and sending overseas except 
that which has been secured through the Red Cross blood donor 
service. 
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Dr. G. Foarp McGinnes, Washington, D. C.: The first 
program which the Red Cross chapters cooperated with was 
in 1936 in Augusta, Ga. That program received a great deal 
of national publicity. Following that, for the next few years, 
about ten Red Cross chapters participated in some type of blood 
procurement program. It was never ‘extensive, but that pro- 
gram did lead to our present national program for the armed 
forces. Dr. Bierring mentioned the statewide program as he 
anticipated it in Iowa. I might say that Michigan already has 
a statewide program, which is carried on under the auspices of 
the state health department with an appropriation from the 
state legislature. The Red Cross is now cooperating with that 
program. We are the donor procurement agency throughout 
the state of Michigan and that program is going along nicely. 
We are familiar with the Pennsylvania program. It is a pro- 
gram that has been carried on by the state health department 
for a long time, in which it furnishes blood to the various hos- 
pitals throughout the state with a replacement program. We 
are familiar with the program now being carried on in Texas, 
both by the state health department and by Dr. Hill in Dallas. 
The state health department has a good processing unit at 
present and is carrying on. It has requested the Red Cross to 
participate in the program and we have already through a few 
of our chapters, but more recently they have asked us to 
cooperate with them on a statewide basis. Several states, I 
think now something like six, have asked us to cooperate with 
them in peacetime, but we do not have a peacetime program, 
so no answers have been given to them. In Iowa we are also 
cooperating through some of our local chapters with the state 
program. So we have had a permissible program for our 
chapters to participate in community and state programs during 
the war. 

[Norr.— By a show of hands those present unanimously 
approved participation by the Red Cross in a peacetime blood 
procurement program. 


THE PHYSICIAN’S ATTITUDE TOWARD 
THE EMERGENCY MATERNITY AND 
INFANT CARE (EMIC) PROGRAM 


E. D. Plass, M.D., Iowa City 


No single recent development has so disturbed our profession 
as has the inauguration and expansion of the federal govern- 
ment’s program to provide medical care for the pregnant wives 
and young children of enlisted men of the lowest four grades. 
The ill advised placing of the project under the Children’s 
Bureau and the regulatory measures devised by that group have 
given substance to the specter of “state medicine” and have 
alarmed the profession. Organized medical groups have almost 
without exception condemned the program but have cooperated 
from a sense of patriotic duty, a situation which may well have 
been envisioned by those who maneuvered the Congress into 
taking the actions it did and the profession into an intolerable 
dilemma. The result has been an unprecedented confusion of 
thought and emotion, which has led nowhere in particular. We 
have blamed the bureau when we should have put the responsi- 
bility on the Congress, we have fought against minor incon- 
veniences and inequalities but largely ignored the fundamental 
issues and we have wasted our time on resolutions when resolute 
action offered the only chance for relief. 

Many of us have failed to see the forest for the trees and 
have spent our energies criticizing the bureau for regulations 
actually demanded by the actions of the Congress under which 
the bureau operates. This is not to say that the bureau is 
blameless but rather to imply that the Congress should bear the 
major portion of the blame for playing deliberately into the 
hands of those in the official Washington family who admittedly 
want to socialize medical practice or for failing to recognize 
that the mandates it gave the bureau were too general and would 
lead to an onerous form of regimentation, There is little doubt 
that the bureau built up a small and local need to a near 
national catastrophe and sufficiently impressed a Congress which 
wanted naturally to do everything reasonable for our fighting 
men. The charge that the bureau had no statutory sanction 
for its incursion into the field of medical care is not strictly 
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true, since it was the agency to which the funds for the program 
were allocated by the appropriations, but the history of the 
bureau does show that such a function was never proposed until 
the present “emergency” arose. The act creating the bureau, 
passed on April 9, 1912, limits its functions to investigating and 
publishing the results of investigations on a variety of factors 
affecting children, among which “questions of infant mortality,” 
“the birth rate” and “accidents and diseases of children” alone 
have direct medical implications. The assistant chief of the 
bureau has implied that the Social Security Act of 1935 con- 
siderably extended the scope of the bureau’s recognized functions, 
but this legislation appears only to provide for “the development 
of demonstration services in needy areas and among groups in 
special need.” 

It seems clear that the bureau has for the past eight or ten 
years, at least, been making efforts to enter the field of medical 
care. In 1936, soon after passage of the Social Security Act, a 
few “demonstration areas” were organized, wherein physicians 
were paid for providing antepartum care and public health nurses 
were employed to assist the physicians in the care of mothers 
and children. Evidently the original small EMIC project in 
the Pacific Northwest was designated a “demonstration” and as 
such not inconsistent with the established statutory functions of 
the bureau. Some observers wonder whether the “foot in the 
door” was placed there under strictly humanitarian motives or 
whether it was the opening that had been awaited for years and 
which had to be exploited quickly. Subsequent events suggest 
the latter, and it was cleverly done. 

Slightly more than three years ago the commandant at Fort 
Lewis requested the Washington State Health Department to 
assist in obtaining maternity care for the wives of enlisted men 
at that post, since the facilities of the station hospital had 
become inadequate and the county hospitals could not admit non- 
residents. The health department soon exhausted its available 
funds and appealed to the Children’s Bureau, which met the 
emergency from unexpended sums in its budget. It should be 
noted that the program was started on the basis of need, while 
now the bureau is stressing the point that no “means test” can 
be applied. “Need” was essential for establishing a “demon- 
stration area”; but with the program expanded to the four 
corners of the country there was no need for “need.” The 
service was widely publicized in the public press and has been 
advertised through special notices distributed with allotment 
checks. The latest such leaflet reads “If your husband is in 
the 4th, 5th, 6th or 7th grade (the lowest four enlisted grades) 
of the Army, Navy, Marine Corps or Coast Guard, or if he is 
an aviation cadet, you are entitled to medical, nursing and hos- 
pital care, where it is available, throughout your pregnancy, at 
childbirth and for six weeks after.” “The care will cost you 
or your husband nothing. No questions are asked about your 
income.” 

The initial’ deficiency appropriation measure specifically 
authorizing the Children’s Bureau to undertake the emergency 
maternity and infant care program made such assistance avail- 
able only when “similar care was not available from the medical 
and hospital facilities of the Army and/or Navy. . - 7 
bureau, even in its early interpretative publications, changed 
this to read “Similar service is not readily available (without 
financial investigation and without cost) from the medical per- 
sonnel or hospitals of the United States Army, Navy, Public 
Health Service or from clinics or conferences or other services 
provided by or through state or local public health agen- 
cies. . . .” That policy has the earmarks of an emergency 


setup until it is realized that all charitable state and local medi- — 


cal services and hospitals demand a “means test” and that the 
availability of services in governmental hospitals is determined 
by the commanding officers. For the past two or three years 
many city, county and state general hospitals have been operating 
far under capacity, as is usually true in periods of full employ- 
ment and high wages. And yet these facilities and the medical 
personnel to operate them cannot be used to full advantage in 
meeting the “emergency” because of the bureau's insistence that 
no “means test” be applied. On the other hand, some private 
hospitals are being seriously inconvenienced by the demands of 
the wives of service men, who want care under the EMIC 
program and insist on the full fourteen days hospitalization 


‘offered them by its provisions. ‘The philosophy involved in the 
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contention that a gift of medical and hospital attention is not 
“charity” if the funds derive from the federal treasury but is 
“charity” when financed by local or state taxes is consistent 
only with the other inconsistencies the bureau has thrown around 
the program for reasons best known to itself. 

These developments indicative of the evident desire of the 
bureau’s officials to participate in medical care on a large scale 
should be considered in light of the Report of the Interdepart- 
mental Committee to Coordinate Health and Welfare Activities 
under the chairmanship of Josephine Roche, released on Jan. 
23, 1939. This document contains the following pertinent state- _ 
ment: ‘The most serious deficiency in the present maternal and 
child health program is lack of provision for medical care for 
mothers and children who are so situated that they cannot 
obtain needed care without some form of assistance from the 
community.” The Children’s Bureau was represented on the 
committee, and the statement quoted surely would not have 
been included without their approval, and there is some reason 
for believing that it may have been included at their request. 
It appears likely that the bureau officials wanted to get their 
hands on medical practice, and it can at least be surmised that 
the “shoestring” relief affair developed in the state of Washing- 
ton was expanded purposely so that the bureau would have a 
valid reason for appealing to the Congress for additional funds 
to be placed with the bureau for administration. At least, such 
an inference suggests why, early in 1942, several states were 
advised that they could have $10,000 each, out of available 
funds amounting to $198,000, for emergency care of the wives 
and children of service men who could not obtain such care 
because of nonresidency. In some states this offer was made 
at a time when it was not realized by the authorities that the 
states had such a problem. There is, of course, no good way 
of proving that these suspicions are entirely correct, but cer- 
tainly the factual data advanced suggest that they are not too 
far wrong. Increasing sums were allotted to the various states 
on the basis of their probable needs for carrying out programs 
which they developed but which had to be cast in similar molds 
in order to win the approval of the chief of the Children’s 
Bureau. The regulations developed by the bureau for the guid- 
ance of the various state health agencies had a certain elas- 
ticity in everything except the fundamental social philosophies 
involved. Experience with the functioning of the program has 
resulted in modification of many of its regulations, but not with 
the basic principles that especially concern the profession. It 
is this regimentation which has produced and stimulated the 
friction between the bureau and the majority of organized medi- 
cal groups. 

The most controversial issue is the method of payment, which, 
under the regulations, is made by the health agency directly to 
the physician, thus violating the supposedly sacred right of the 
medical man to make his own financial arrangements with his 
patients. Collectively, we object to this intervention of a third 
party, whoever it may be. The blame for this situation lies 
directly with the Congress, and the bureau is obviously carry- 
ing out a congressional mandate when it insists on direct 
payment. The record seems to indicate that the Congress had 
heard harrowing tales of men returning from World War I 
to find themselves deeply in debt for medical services ren- 
dered to their families while they were fighting our enemies. 
Undoubtedly there were also debts for other and less necessary 
things, but all the emphasis was placed on unpaid professional 
service and hospital bills, since they were seemingly unavoidable. 
A palpable flaw in this line of reasoning is apparent when it is 
remembered that the government is concerned only with bills 
for services rendered the enlisted man’s wife while she is preg- 
nant or within six weeks after delivery, and for the first year 
of his child’s life. No provision is made for other and more 
catastrophic illness occurring outside these narrow limits. The 
Congress is said to have had in mind “the effect the assurance 
of such care would have on the morale and peace of mind of 
the enlisted man himself.” Surely, debts for maternity and 
infant care cannot be the only ones which haunt the mind of 
the man overseas—they are no different from other debts; at 
least the accoucheur generally has no smaller percentage of 
uncollectable bills than practitioners in other lines. The whole 
thing suggests that the political aspects of the problem, and 
they are admittedly great, must have been given undue weight. 
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In any event, it can be safely assumed that our legislators were 
in no way solicitous for the obstetricians. 

The second moot point involves the regimentation of these 
pregnant wives and young children of service men into one 
absolutely delimited class. They must obtain professional care 
and hospital service of a uniform financial pattern. They can- 
not rightfully pay any additional sum to the hospital in order 
to secure better accommodations than the ward service which 
is prescribed in the regulations nor can they pay, or the phy- 
sician accept, more than the standard maximum fee for pro- 
fessional services. Moreover, the wife cannot accept professional 
care for herself or her child in a hospital without accepting 
such institutional care, or vice versa. It is an all or none 
proposition. The philosophy of such a regulation evidently 
stems from and is perhaps reasonably deduced from the action 
of Congress in demanding that payment be made directly to 
the physician and the hospital. That body wanted to protect 
the returning veteran from bills for medical services and hos- 
pital care contracted by his wife for luxury attention but was 
unconcerned about other extravagances which might well lead 
to even greater debt accumulations. Again the Congress appears 
to bear the responsibility for bringing about a situation which 
is irksome both to the profession and to the patient. The only 
answer that has been forthcoming is that the enlisted man’s 
wife and child are under no obligation to request care under 
the program; if they do not like the provisions made available 
for them they are free to make their own arrangements, but 
by doing so they forfeit all claim for governmental assistance. 

The third serious situation developed by the program is the 
scrapping of more than a decade of work by the bureau in 
developing standards for physicians who participate in such 
governmental projects. Previous smaller programs had limited 
participation to graduates of recognized medical schools. Even 
though such limitations may not have had statutory backing 
they had been made to stick, and attempts on the part of the 
irregulars to void them had been unsuccessful. Apparently, 
under congressional pressure of the cults the states have been 
compelled to accept requests from, and to make payments to, 
any one recognized as capable of giving obstetric care under 
their individual statutes. The Congress must likewise assume 
the responsibility for this threat to the quality of medical care 
and bear the burden for having discriminated against the wives 
and infant children of service men. Persistent efforts to obtain 
the passage of legislation making cultists eligible for the army 
and navy medical corps have resulted in failure, apparently 
because the legislators recognize the deficiencies of their train- 
ing; but these same irregulars are fit to treat the wives and chil- 
dren. The Congress must take the blame. The one hope is that 
this program will end with the war emergency, as has been 
promised by several of those concerned with its administration, 
and that the old standards can not only be reestablished but 
even made more rigorous. 

Up to this point it might seem that the bureau is not 
responsible for those fundamental concepts which have so 
aroused the profession, and it may be; but the possibility always 
remains that the administrative officials of the bureau influ- 
enced the Congress directly or through committee members to 
write the legislation as it was passed. 

Until recent years the bureau had held to investigations and 
reports and to sponsoring and financing postgraduate courses 
in obstetrics and pediatrics and in so doing had gained the sup- 
port and approval of the profession. The task set it under the 
public statutes would seem large enough to have occupied its 
personnel, but those in charge evidently saw in the situation 
created by the war a chance to experiment with medical practice 
under the guise of an emergency. Incidentally, the purposes out- 
lined in its creating act have evidently been shelved and certain 
projects in those areas, such as the investigation of eclampsia, 
have been dropped in order that the office may devote its entire 
time and energy to implementing certain plans for regimenting 
the medical profession and a good portion of its maternity and 
pediatric clientele. And the assistant chief of the bureau has not 
hesitated to say in public that the experience gained in this 
experiment will be useful in the postwar years, while on 
another occasion she denied any thought of continuing the pro- 
gram after the war emergency has passed into history. The 
gradual inching of the bureau into the realm of medical care 
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and the inconsistencies of the public statements emanating from 
its higher officials, which are matters of historical fact, have 
been important factors in making the profession distrust the 
intentions of those in charge. 

And this distrust is behind much of the professional opposition 
to the present EMIC* program—the “emergency” did not ring 
true, the regimentative regulations have not struck a true 
democratic chord, and the bureau's insistence on the maintenance 
of those administrative principles which violate traditional 
medical philosophies have made many of its former friends 
fear that it may have had more than a passive role in determin- 
ing the disruptive acts of Congress, which lie at the base of 
the disharmony existing between the bureau and the medical 
profession, 

Physicians, individually and collectively, have always agreed 
that the wives and children of our fighting men should be ade- 
quately cared for, and that this care should extend not only to 
the period of pregnancy and six weeks after delivery or to the 
first year of life, as provided by the EMIC program, but even to 
the nonpregnant state and to children more than 1 year of age. 
No evidence has yet been adduced to show that the latter women 
and children have been neglected -by the profession merely 
because no federal agency will pay the bills. In any one calen- 
dar year it is safe to say that not more than 10 per cent of the 
wives and children of enlisted men in the specified grades qual- 
ify for this attention. What happens to the other 90 per cent? 
Every one seems to have overlooked them and the fact that 
they may be ill. It would not be popular to tell this audience 
that they are being medically neglected—and it would not be 
true. 

The more discussed but less important objections to the 
bureau’s regulations concern chiefly such things as payment 
on a cash basis without regard for the complexity and duration 
of the medical problems involved, the uniformity of payment 
irrespective of the professional status or the overhead of the 
physician, the complexity of the required forms, the legal 
hazard in the approved contract form, the failure to make well 
baby care available and similar minutiae which have some 
present importance but no far reaching effects on the practice 
of medicine. The maximum fee of $50 for complete obstetric 
care possibly tends to set a countrywide financial standard 
that will work a hardship on practitioners in the larger com- 
munities. where operating overhead may exceed that figure, but 
on the other hand it definitely raises the fee in most small 
communities and in rural districts to a point which staggers 
the imagination of the physician who has done obstetrics all 
his life for $15 to $25. But even here the harassed practitioner 
is under no compulsion to accept the responsibilities for the 
care of wives of nonservice men for less than his regular 
figure. Fear of the charge of lack of patriotism, which has been 
such a potent lever in forcing the extension of the EMIC pro- 
gram, does not here enter the picture. Moreover, recent amend- 
ments to the regulations have met many of the aforementioned 
trivial objections by increasing the financial remuneration under 
certain specified conditions, a time honored and effective politi- 
cal maneuver, anticipated by those familiar with the bureau's 
machinations. 

The bureau evidently has taken the attitude that it is wise to 
make minor financial concessions to pacify- the majority of 
medical men, who think more of the present than of the 
future and who largely ignore the seriousness of those objec- 
tions which were discussed earlier. Its officials insist that the 
bureau is merely following the congressional mandate in main- 
taining those concepts which have drawn the fire of organized 
medicine. It also seems clear that they will fight for their 
retention because they feel that this nation should have a 
federal health program which in the terms of the Interdepart- 
mental Committee’s report would provide both for the “self 
supporting” and for the “needy,” and that the EMIC program 
is a proper experimental step in that direction. 

Obviously, then, we should no longer waste our time and 
energy in representations to the bureau but should go to that 
higher authority, the Congress, from which the bureau obtains 
its power and funds, It is only from that body that we can 
hope for any relief, and many feel that that hope is very slight 
at best. It cannot be denied that sentiment for compulsory 
federalized health insurance is strong among our legislators 
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and that powerful pofitical groups are applying pressure to have 
the next Congress: consider the Murray-Wagner-Dingell bill, 
or some such inclusive proposal. If perchance the new legis- 
lature should veer away from the advanced social trends that 
are now dominating the thoughts of the powers in Washington, 
the time should be ripe for an attack on bureaucratic controls 
and for repeal of those provisions of the present statutes which 
made the physicians the pawns of governmental agencies. 

Finally, the split personality of the medical profession must 
be introduced as a factor which may well decide the issue. Many 
thoughtful observers, even within the profession, see the quest 
of the almighty dollar, as expressed in unnecessary operations, 
needlessly prolonged and expensive treatments and costly 
diagnostic procedures as the basis for the current demand for a 
comprehensive national health service. The same monetary 
urge has made the physician oppose the EMIC program 
violently in his society meetings, even while he is accepting as 
many patients as come to him for care under its provisions. 
Unless and until we, as individuals and as groups, can decide 
whether we want freedom or domination, professional independ- 
ence or official regimentation and develop a conviction which 
carries to our offices as well as to our society meetings, we 
cannot expect to wield the political force of which we are 
capable. And let us not forget that this is a political game and 
that the cards are being stacked against us even by our own 
activities. The bureau is under the control and direction of 
experienced and adroit politicians who are adept at exploiting 
divisions of opinion among its opponents. The personality rift 
that separates the physician in his office from the same individual 
in his society meetings offers the type of situation the politician 
desires. He assumes, and apparently quite correctly, that if he 
pacifies the former by increasing his fees he may largely ignore 
the other. The fact that the EMIC program is working so 
satisfactorily controverts our arguments that socialized medi- 
cine is inefficient and far below the standards set under private 
initiative. Moreover, let us keep in mind that 11,000,000 of our 
men are receiving better medical care, curative and preventive, 
than they have been accustomed to as civilians. 

If now we still feel that we do not want any part of it, let us 
be realistic; let us unite and present our appeals for relief to 
the only group that can provide it, the Congress. Let each 
state or each group of states send its representatives to Wash- 
ington to inform our representatives of our objections, and let 
us make those requests similar enough so that there can be 
no mistake about our desires. It is only in this way that we 
can hope to retain or to regain the national reputation and 
prestige the profession has so long enjoyed by reason of its 
humanitarian ambitions. By opposing the present program 
and its logical sequel, a national health service act, without 
offering another plan which will resolve the admitted inequalities 
of the present system of medical practice, we brand ourselves 
as nonprogressive reactionaries and still further lower our- 
selves in the eyes of the public. If we cannot unite in opposition 
to the present efforts to regiment the profession, let us continue 
to make the EMIC program work, and then let us cooperate 
with the national administration in setting up a health insurance 
program of which we and the country can be proud. 


DISCUSSION 

Dr. THURMAN B. Rice, Indianapolis : I want to present this 
subject from the point of view of practical administration. 
It is impossible for me to know just exactly what the intention 
of the people in the Children’s Bureau was. Dr. Plass believes 
that they were definitely politically minded and that they were 
deliberately setting up something here that would enable them 
to get hold of the whole situation. If it is true, it is a serious 
indictment. My own feeling is that they did not intend it that 
way quite as strongly as Dr. Plass implied. I believe that they 
are leftist inclined. I believe that they honestly believe in the 
sort of thing that they are doing. I believe that they saw in 
this an opportunity to usurp a function which Congress did not 
give them as I read the act. When they got into it, it was much 
bigger than they realized. There is a disposition at the present 
time for them to modify it here and there, without, as Dr. 
Plass pointed out, modifying the basic fact where the basic 
error was committed. According to the law they are to give 
infant care “under allotments by the Secretary of Labor and 
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plans developed and administered by state health agencies and 
approved by the chief of the Children’s Bureau.” It would 
seem that the plans were to have originated in the states and 
to be administered in the states and that the approval of the 
Children’s Bureau is something that comes after. I do not 
believe that Congress intended that the Children’s Bureau should 
lay down plans covering every state in the Union and also 
covering Puerto Rico, the Hawaiian Islands, Alaska and the 
Virgin Islands. Congress said here that the state makes the 
plans and administers them and that the Children’s Bureau 
approves them. This came on us so suddenly and it is such a 
large administrative problem that it simply overwhelms us. 
Actually more than half of our budget is this money. It takes 
a vast amount of clerical and bookkeeping work to get this 
stuff through. We have asked for decisions. Three or four 
months later we would get a letter perhaps telling what we 
should do. In the meantime the woman has delivered the baby. 
Then you try to go back but you can go back just about 
as easily as the woman can go back on that physical process. 
Sometimes we have had physicians operating under as many 
as three sets of price schedules. For example, a woman is 
reported pregnant, we will say, in May, and she is taken and 
the funds are encumbered. A little later another woman comes 
in, in June, and in the meantime the rules have changed. 
Well, the funds must be encumbered, as the rules say, at that 
time. Another woman might come in in September and there 
is still another set of rules. That physician must charge and 
send in his bill according to the particular set of rules that 
were in force when the woman first came to him. So he will 
deliver three women in one week on three different fee 
schedules. The Children’s Bureau in times past has done a 
pretty good job teaching the profession about good obstetric 
care and pediatnc care. I seem to remember that they have 
taught us that the woman ought to go to the doctor once 
a month as soon as she finds that she is pregnant. During 
the first five months that would be four visits. Then for the 
next three months she ought to go twice a month. That makes 
ten visits, and the last month, the ninth month, she ought to 
go once a week and that makes fourteen visits. How much 
do we allow for the antepartum care? Ten dollars. How much 
a call do we allow for antepartum visits? Two dollars. That is 
some high ialutin’ arithmetic: fourteen times $2 equals $10! 
They have taught us good antepartum care but when it comes 
to paying for it they are afraid to trust physicians. They are 
also afraid to trust health administrators, and they are also 
afraid to trust the soldier and his wife because they won't give 
her the money. That is teaching distrust in a big way and it is 
confusing. The Children’s Bureau has permitted blame for 
difficulties to fall on the health departments and on the 
doctors, but not on itself. One tremendous benefit has come 
out of this. It has sometimes helped the woman, of course, 
but there has been another enormous beneft. This is a guinea 
pig which is of great value in- showing us what kind of a 
mess we would be in if we had the whole program. For 
the present current year the program in the whole United 
States amounts to $42,800,000. The whole Wagner-Murray- 
Dingell program I have heard estimated all the way from 3 
billion dollars to 12 billion dollars. I do not know which is 
right, but if we have this much trouble administering $42,000,000 
we would certainly be in a mess if we had to administer 3 
thousand million or 12 thousand million dollars. 

Dr. Georce H. Kress, San Francisco: I cannot agree with 
the statement that Congress is to blame for enacting an EMIC 
program that contains provisions to which physicians object. 
We should blame ourselves, Organized medicine was not alert 
when the program was brought into being by the Federal Chil- 
dren’s Bureau. Up to October 18 last, New York had 47,000 
EMIC cases. California was second with 34,000. Dr. William 
B. Thompson of Los Angeles, a member of the California 
Medical Association Committee, was called to Washington to 
give testimony before a congressional committee. Dr. Bierman 
of the California Maternal and Child Welfare Bureau submitted 
for our California committee some requests to the federal Chil- 
dren’s Bureau in the hope of rectifying some of the deficiencies 
in the federal bureau’s procedures. Our suggestions had to do 


with payments to physicians in sparsely settled areas in which 
certified specialists were not available and for compensation to 
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physicians in such sections who were obliged to use their own 
x-ray and other equipment. A simpler form contract was set 
up for California, and some dangerous provisions that had mal- 
practice implications were deleted. When Dr. Daily first came 
to California with the federal Children’s Bureau he stated that 
$35 should be the total compensation. California insisted that 
at least $50 be paid by the government for each EMIC case. 
That fee has now been established in practically all states in 
the Union. 


Dr. H. H. Skinner, Yakima, Wash.: It is in my state that 
this program was initiated, and it was my questionable privilege 
to have been chairman of the committee that started this. 
The problems before the medical profession and the United 
States at present is free medicine. The EMIC program is the 
proposition which appeals to both the United States and the 
profession as being the entering wedge for that very proposi- 
tion. The Miller bill has not been mentioned yet this afternoon 
and it may not be, but I wish to go on record as favoring it. 
If we are going to get anywhere we must do something. We 
can do it only through Congress. Some of you know 
Congressmen. It has been my privilege to talk to a number 
of Congressmen and they are unified on this one point: they do 
not know what is going on in the medical profession. We 
have not told them, but they are willing to listen. Are you 
willing to spend some money for it? The chiropractors are 
willing to spend $200 apiece a year. Would you be willing 
to spend $10, $15 or $25 and put yourselves in a class with 
the chiropractors by spending some money to send a man 
to Washington to confer with your congressional representa- 
tives, merely stating how you feel in your community through 
your state organization? Iowa has been doing it. Let us go to 
our representatives in Congress, but we must have one concept. 

Dr. L. J. Moorman, Oklahoma City: When this proposition 
first came to the state of Oklahoma, our commissioner of 
health, who is a good doctor, loyal to hippocratic principles, 
was troubled about it and called for a committee. As a member 
of the committee I opposed its acceptance unless under coercion, 
because I figured that doctors might go on doing obstetrics as 
they have always done, for something or for nothing, and I 
figured that any doctor’s personal liberty is at any time 
worth more than an obstetric fee. However, we did put the 
plan into practice, and I am gratified to see how many of the 
doctors feel about it here today. I want to say this one word, 
which covers this proposition and our present situation: We 
have been so busy keeping up with the science of medicine 
that we have neglected the art of medicine to the point of 
losing much of our highest rating in the minds of the people. 
While we have been busy following the science of medicine, 
some of our representatives in Washington have been busy 
for twelve years depreciating the standing of medicine with 
a propaganda which has covered the whole country. We have 
lost our opportunity to a great extent. If we recover our 
position it must be through education of the people, the 
patient and the patient’s friends. The most good will be 
through the doctor’s personality impressed on his patient. 

Dr. E. D. PLass, Iowa City: There seems to be unanimity 
of feeling that the program is wrong and that the only method 
of attack is through Congress, but I should like to say just a 
few words in justification possibly of the Advisory Committee. 
It is exactly what its name says. It has absolutely no power. 
All it can do is go before the Children’s Bureau and offer its 
ideas, which the Children’s Bureau then accepts or flaunts 
as it chooses. It should perhaps also be emphasized that, when 
this program was first inaugurated and when the first regula- 
tions were sent out to the states, the Advisory Committee was 
called in for a meeting after the regulations had gone to the 
states, and we were then told “We would like for you to 
discuss the various features of these regulations, but we 
want no motions.” That is the authority of the Advisory 
Committee, and I think perhaps you should not be too critical 
of the committee. 

Dr. THurMAN B. Rice, Indianapolis: I actually believe 
that if every one who is interested in this would talk to or write 
to his Congressman there would be some result and that 
the Children’s Bureau would have to listen and it would be 
less autocratic than it has been. 

(To be continued) 


ORGANIZATION SECTION 


j; A. M. A, 
an. 13, 1945 


Washington Letter 
(From a Special Correspondent) 


Jan. 8, 1945. 


UNRRA Has Important Role in European Health 


Herbert H. Lehman, director general of the United Nations 
Relief and Rehabilitation Administration, has reported after a 
six weeks trip to London and the continent that “the chief 
responsibilities of UNRRA in the paying countries of western 
Europe for assistance to the military are in the fields of health, 
welfare and displaced persons operations.” In occupied Ger- 
many UNRRA will work with displaced persons under direc- 
tion of the military. Mr. Lehman disclosed that UNRRA is 
ready to send relief supplies to Poland and Czechoslovakia if 
Russia will receive and distribute them. In London he con- 
cluded agreements with the governments of all the western 
European United Nations—Norway, Beigium, the Netherlands, 
France and Luxembourg—for the dispatch of UNRRA liaison 
missions to them, to deal chiefly with health, welfare and 
displaced persons aspects of relief problems. UNRRA has 
accepted the invitation of the Czech government to send a 
representative with a group of Czech health experts to liber- 
ated parts of that country. Medical supplies will be an 
important part of first relief shipments to Czechoslovakia. 
Mr. Lehman said it was hoped that relief imports would be 
financed by the individual governments able to do so, thus 
making more of UNRRA’s limited goods available to govern- 
ments lacking foreign exchange resources. 


“Luxury” Private Nursing Demands Criticized 

Hospital officials called together by the Nursing Council 
for War Services have criticized the continued demand for 
“luxury” private duty nursing, with the Army and Navy in 
urgent need of 14,000 additional nurses. A public meeting 
planned by the Graduate Nurses’ Association for January will 
emphasize the drastic shortage of nurses for the armed forces 
and at the same time honor nurses with overseas service. 
The need for nurses is so acute that Congress may be asked 
to investigate the shortage, which has resulted in eleven general 
hospitals being sent abroad during December with no nurses in 
their personnel. Congressmen back from overseas were indig- 
nant that sufficient nurses are not available to care for the 
wounded. They have made the charges (1) that civilian hos- 
pitals are “hoarding” nurses and (2) that superintendents and 
other hospital officials are threatening nurses that if they join 
the armed forces they will not be allowed to rejoin the hos- 
pital on their return to civilian life. 


Capital Medical Center to Be Pushed 

Erection of a mammoth government financed medical center 
in the Capital will continue to be sought, Senator Theodore 
G. Bilbo of Mississippi, chairman of the Senate District Com- 
mittee, announces. Although additions have been authorized 
to Georgetown and George Washington hospitals here, Senator 
Bilbo said that he would ask the incoming session of Congress 
for action on the proposed medical center. He contends that 
it is needed despite the additions to existing institutions. 


Charles F. Kettering Succeeds Dr. Anton J. Carlson 

Charles F. Kettering was elected president of the American 
Association for the Advancement of Science, succeeding Dr. 
Anton J. Carlson, University of Chicago physiologist. Among 
vice presidents named were Dr. Warfield Longcope, Johns 
Hopkins, medical science; Dr. F. D. Kern, Pennsylvania State 
College, zoology; Dr. A. I. Hallowell, Northwestern, anthro- 
pology; Dr. Florence L. Goodenough, University of Minnesota, 
psychology, and Dr. Henry Eyring, Princeton, chemistry. 


Reassuring Report Made on Army Hospitals 

The House Military Affairs Committee has reported “reas- 
suring” results in its long investigation of army hospitals. 
The War Department, the committee said, had taken correc- 
tive action in almost all suggestions based on its survey of 
eighty-nine hospitals in twenty states and the District of 
Columbia. There were twenty-eight specific cases listed with- 
out naming hospitals. Buildings in general were reported to 


be receiving proper care, although some had uncovered pine 
floors and needed paint and connecting passageways between 
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wards and main buildings. Tire equipment was said to be 
generally adequate, although one nonfireproof building dating 
“back to the Civil War” had bedridden patients on the second 
and third floors. One convalescent hospital used storage eggs 
which had not been inspected for nine months. They were 
served with catsup “to disguise their evil taste.” Several hos- 
pitals were closed or not used to maximum capacity “despite 
overcrowded conditions elsewhere.” 


Representative Dingell Reintroduces Compulsory 
Sickness Insurance Bill 

The 79th Congress convened January 3 and on that dng Con- 
gressman Dingell, Michigan, reintroduced the Wagner-Murray- 
Dingell bill as H. R. 395. It was referred to the House 
Committee on Ways and Means. The Senate version of the 
bill has not as yet been introduced, but the medical provisions 
of H. R. 395 are identical with those contained in the legislation 
that was before the 78th Congress. 


i 


Postwar Medical Service 


The Committee on Postwar Medical Service was called to 
-order by the Secretary pro tem, Dr. Ernest E. Irons, Dec. 9, 
1944 in the Board of Trustees Room of the American Medical 
Association: building in Chicago. There were present Drs. 
Irvin Abell; Arthur W. Allen and Walter L. Bierring; Mr. 
Graham L. Davis; Capt. William E. Eaton; Drs. Evarts A. 
Graham, E. L. Henderson and Ernest E. Irons; Lieut. Col. 
Harold C. Lueth; Dr. Walter W. Palmer; 
W. Rankin; Rev. A. M. Schwitalla, S.J.; Drs. H. H. Shoul- 
ders and LeRoy H. Sloan; Miss Mary Switzer and Drs. Olin 
West and Fred C. Zapffe, members of the Committee, and 
Dr. F. H. Arestad of the Council on Medical Education and 
Hospitals, American Medical Association; Lieut. Col. Gerard 
R. Gessner, Office of the Surgeon General, U. S. Army; Dr. 
Edwin P. Jordan, Assistant Editor of Tar Journur; Col. 
Hugo Mella, Veterans Administration; Col. George M. Powell, 
Office of the Surgeon General, U. S. Army, and Dr. R. C. 
Williams, U. S. Public Health Service, representing the organ- 
izations indicated. 

COMMITTEE MEMBERSHIP 

The Secretary pro tem announced the resignation of Dr. 
Roger I. Lee of Boston as chairman and as a member of the 
Committee on Postwar Medical Service because of greatly 
increased pressure of other duties. Dr. Lee’s resignation was 
accepted with regret, on motion of Dr. Arthur W. Allen, duly 
seconded and carried. The Secretary pro tem informed the 
Committee that Dr. E. L. Henderson of Louisville, Ky., a 
member of the Board of Trustees of the American Medical 
Association, had been appointed by the Board to take the place 
of Dr. Lee as a member of the Committee. 

Dr. Ernest E. Irons was elected chairman of the Committee. 
Dr. Arthur W. Allen of Boston was elected vice chairman. 

The Chairman announced that Dr. Alan Gregg, a member 
of the Committee representing the American Medical Associa- 
tion, had resigned. The Chairman also informed the Com- 
mittee that Dr. LeRoy H. Sloan of Chicago had been appointed 
by the American College of Physicians to represent that 
organization as a member of the Committee on Postwar Medi- 
cal Service to succeed Dr. William B. Breed, deceased. It 
was announced by the Chairman that Dr. Willard C. Rappleye 
had resigned his membership on the Committee, that the Asso- 
ciation of American Medical Colleges had been requested to 
name a representative of that organization to serve as a mem- 
ber of the Committee, and that Dr. Fred C. Zapffe of Chicago 
had been so named. 

Dr. H. H. Shoulders, Nashville, Tenn., was elected secretary 
of the Committee, succeeding Dr. Alan Gregg. 


REPORT OF SUBCOMMITTEE ON RELATION OF COMMITTEE ON 
POSTWAR MEDICAL SERVICE AND THE PROCURE- 
MENT AND ASSIGNMENT SERVICE 
The report of the Subcommittee on Relation of Committee 
on Postwar Medical Service and the Procurement and Assign- 
ment Service was read by Lieut. Col. Harold C. Lueth and, 
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after extended discussion participated m by Dr. Palmer, Miss 
Switzer, Lieutenant Colonel Lueth, Dr. Irons and Father 
Schwitalla, the report was accepted on motion of Dr. Palmer, 
duly seconded and carried, and the Subcommittee continued. 
The report was as follows: 


1. This subcommittee was appointed by the Chairman of the 
Committee on Postwar Medical Service to draw up a state- 
ment of the relation of the Committee and the Procurement 
and Assignment Service. 


2. In a recently published statement, the Directing Board 
of the Procurement and Assignment Service stated that, “as 
a war agency, this service is discharging and will continue to 
discharge its obligations until the end of the war. It will 
cooperate with the agencies concerned with the effective utili- 
zation of the individual members of these professions who are 
demobilized before the end of the war.” 


3. The Directing Board of the Procurement and Assignment 
Service regards their equipment and data as property of the 
United States government. 


4. The present organization of the Procurement and Assign- 
ment Service in states and counties has had experience in 
advising with respect to local needs of doctors and the distri- 
bution of medical care. The people in the field organization 
of the Procurement and Assignment Service can in many 
sseboomdgs as individuals, provide valuable information in the 
uture. 


5. The Committee desires to retain the active interest of 
physician members of the Procurement and Assignment Ser- 
vice during the transition period and later when the Procure- 
ment and Assignment Service has ceased to function. 

6. The cooperation of physician members of state and county 
organizations of the Procurement and Assignment Service will 
be of great assistance to the Bureau of Information of the 
American Medical Association and to the Committce on Post- 
war Medical Service. 

Ernest E. Irons, Chairman. 
Haroip S. Dieu, 

Morris 

Victor JOHNSON. 

Haroitp C. Lueru. 


FURTHER REPORT ON QUESTIONNAIRES SENT TO 
MEDICAL OFFICERS 

Lieutenant Colonel Lueth reported that over 21,000 ques- 
tionnaires had been returned and that in about two weeks 
20,000 of the returned questionnaires will have been completed 
on the punch card system and minute analyses will then be 
made. 

Lieutenant Colonel Lueth informed the Committee regard- 
ing a recent conference between Dr. T. C. Routley, secretary 
of the Canadian Medical Association, Dr. West and himself 
and stated that he expects to meet in the near future with 
Dr. Routley and Colonel Ledbetter of Canada. There was 
considerable discussion concerning what is now being done in 
Canada for medical officers back from active service for a 
period of home duty. A preceptor arrangement, whereby a 
returned medical officer is sent to a medical school and 
assigned to a specific man as his preceptor, seems to be the 
most promising idea that has yet been evolved. It seemed to 
be the consensus that the preceptor system would be difficult 
to operate successfully in this country because of the vastly 
larger number of persons involved. — 


REPORT ON QUESTIONNAIRES SENT TO HOSPITALS WITH 
REGARD TO AVAILABLE RESIDENCIES AND OTHER 
EDUCATIONAL OPPORTUNITIES 


Dr. F. H. Arestad reported that questionnaires had been 
prepared by the staff of the Council with the aid of Lieutenant 
Colonel Lueth and had been sent to 1,050 civilian hospitals 
approved for intern and residency training; that, for the pur- 
pose of information, the same material had been sent to the 
deans of recognized medical schools, to the secretaries of the 
constituent state medical associations, to national medical 


organizations, to the specialty boards, to the sections of the 
Scientific Assembly of the American Medical Association, to 
the editors of all state medical journals and to other interested 
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agencies and individuals, and that to date there had been a 
20 per cent return. Dr. Arestad gave a summary of the 
results so far obtained from this questionnaire. He stated 
that all institutions, deans of medical schools and medical 
organizations from whom replies had been received indicated 
a sincere desire to cooperate fully with the Committee on 
Postwar Medical Service. 

It was brought out that both the Army and the Navy were 
trying to develop refresher courses for returning medical offi- 
cers but that these courses could be given only to men still 
in uniform. 

Dr. Zapffe stated that the Association of American Medical 
Colleges was collecting lists of faculty members now in ser- 
vice whom the medical schools considered essential to the 
satisfactory operation of the schools. This matter was dis- 
cussed by Dr. Palmer, Father Schwitalla, Colonel Powell and 
Miss Switzer, who stated that up to now the Procurement 
and Assignment Service has been handling demobilization of 
returned medical officers; that it helps to get facts together 
and advises on cases; that the Procurement and Assignment 
Service is looked to for information on communities in need 
of physicians, and that it would be glad to continue to do all 
this while the service exists. It was agreed by the Committee, 
on motion of Dr. Palmer, seconded by Lieutenant Colonel 
Gessner and carried, that the Procurement and Assignment 
Service is the logical body to handle this matter. 


BUREAU OF INFORMATION OF THE AMERICAN 
ASSOCIATION 
Dr. West informed the Committee regarding the organiza- 
tion of the Bureau of Information and called on Lieutenant 
Colonel Lueth, who has been instrumental in getting the 
Bureau started, to give a summary of its activities to date. 
(See THe Journat, January 6, page 33.) 


MEDICAL 


REPORT ON PROGRESS IN PLANS FOR DISPOSAL OF 
ARMY MEDICAL SURPLUSES 
Miss Switzer reported that a Surplus Property Board has 
now been appointed and is awaiting confirmation; that it is 
not known whether the organization will be on a federal or 
a state basis; that the Public Health Service is now trying 
to formulate plans for the best way to distribute surplus 
medical supplies to places that need them, and that it ought 
to be known by the time of the next meeting of the Com- 
mittee on Postwar Medical Service what the general lines 
of the surplus property distribution will be. 


REPORT OF PROGRESS IN ARMY AND NAVY PLANS FOR 
RESIDENCIES, GRADUATE STUDY AND REFRESHER 
COURSES FOR MEDICAL OFFICERS IN SERVICE 
Colonel Powell stated that a committee had been established 
in the Office of the Surgeon General of the Army but that 
there was not yet any crystallization of ideas beyond what 

had already been mentioned at this meeting. 

Captain Eaton stated that the Office of the Surgeon General 
of the Navy had a committee that had set up a proposed plan 
to bring back men from overseas and put them into hospitals 
where they could get further professional work. Captain Eaton 
described the Navy setup in detail and, during his remarks, said 
that the Navy hoped that civilian medical associations and 
authorities, particularly the specialty boards, would give naval 
medical officers credit for refresher courses the Navy has given 
them. 

REPORT ON PROPOSED LAWS CONCERNING 
TEMPORARY LICENSURE 


Dr. Walter L. Bierring, secretary of the Federation of State 
Medical Boards, was called on by the Chairman to inform the 
Committee concerning the status of laws that have been pro- 
posed or enacted to provide for the issuance of temporary 
licenses. Dr. Bierring stated that the resolution which had been 
adopted by the Committee at its meeting held in New York on 
September 9 apparently had met with some criticism, largely 
through misunderstanding, that the intent of the Committee was 
to facilitate the temporary relocation of returning medical 
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officers and that any action would be determined by local state 
needs and wishes. Dr. Bierring moved that the resolution 
previously adopted be restated. The motion was duly seconded 
and carried after discussion by Drs. West and Shoulders, Miss 
Switzer and Dr. Bierring. 


The following resolution was drawn up by Dr. Bierring and 
Dr. Shoulders and was adopted by the Committee on Postwar 
Medical Service on motion of Dr. Bierring, seconded by Dr. 
Palmer and carried: 


Whereas, Logical objections have been interposed by certain member 
boards of the Federation of State Medical Boards of the United States to 
the resolution adopted by the Committee at its meeting in New York 
City, Sept. 9, 1944, giving its approval to legislation proposed by the 
Procurement and Assignment Service, the Council of State Governments 
and the U. S. Department of Justice, under which temporary licensure 
may be granted without examination to honorably discharged medical 
officers of the U. S. Army, Navy and Public Health Service and to physi- 
cians “who have rendered medical service during the period 1940 to 1945 
in industry or in a civilian community”; therefore be it ; 

Resolved, That the Committee restate its position as follows: That the 
Committee on Postwar Medical Service approves this legislation as far as 
it applies to the granting of temporary licensure without examination to 
honorably discharged medical officers of the U. S. Army, Navy and Public 
Health Service under the limitations and restrictions contained in the 
proposed legislation. 


REPORT OF SUBCOMMITTEE TO CONFER WITH REPRE- 
SENTATIVES OF VETERANS ADMINISTRATION 


Father Schwitalla, chairman of the Subcommittee, informed 
the Committee regarding a conference that had been had with 
Dr. Griffith, medical director of the Veterans Administration, 
and Mr. Harold V. Stirling, director of the Vocational Rehabili- 
tation Service of the Veterans Administration, at which both 
of these gentlemen had expressed the hope that any criticisms 
which might come to the notice of the Committee on Postwar 
Medical Service be transmitted to them. Procedure to be used 
in getting out official lists of institutions to be utilized by the 
Veterans Administration was discussed. 

The report of the subcommittee was accepted and the com- 
mittee continued. 


REPORT OF SUBCOMMITTEE TO CONFER WITH SURGEONS 
GENERAL OF ARMY, NAVY AND PUBLIC 
HEALTH SERVICE ) 


The chairman called for the report of the Subcommittee to 
Confer with the Surgeons General of the Army, Navy and 
Public Health Service and, in the absence of Dr. Coller, chair- 
man of the subcommittee, Dr. Palmer stated that it had not 
been possible since the October meeting to arrange the desired 
conferences with Admiral McIntire or Surgeon General Parran, 
but that it is hoped that such conferences can be arranged for 
around Christmas or early in January. 


COMMUNICATIONS FROM MEDICAL OFFICERS 


The Chairman informed the Committee that he had in his 
possession a number of letters sent him as Secretary pro tem 
by Dr. Lee that had been received from medical officers on 
active duty, most of which were in the nature of complaints 
concerning the type or lack of professional work they were 
doing. He requested the opinion of the Committee as to what 
should be done with these and similar letters that might be 
received. The matter was discussed by Dr. Graham, Lieutenant 
Colonel Gessner and Drs. West and Bierring, and it was agreed 
by the Committee that such communications should be sent 
without the names of the writers to the proper officers of the 
military services concerned in Washington for opinion or infor- 
mation, this, in turn, to be transmitted to the original writers 
by the Committee. 


TIME AND PLACE OF NEXT COMMITTEE MEETING 

It was moved by Dr. Bierring, duly seconded and carried, that 
the next meeting of the Committee on Postwar Medical Service 
be held at 535 North Dearborn Street, Chicago, on Saturday, 
Feb. 10, 1945. 


The meeting adjourned at 1:18 p. m. 
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Medical Economic Abstracts 


ASSOCIATED HOSPITAL SERVICE OF NEW 
YORK GRANTS NEW INCREASE 
IN BENEFITS 

Increased benefits to the 1,700,000 members of the Associated 
Hospital Service of New York were announced November 30 
by Louis H. Pink, president. Beginning December 1 subscribers 
are entitled to receive hospital care during a period of twenty- 
one days for each separate illness they may suffer instead of 
twenty-one days for the entire year. The policy of the organi- 
zation granting benefits for ninety extra days at one-half the 
regular hospital rates will remain in effect for each period of 
hospitalization. In addition a cash allowance of $7.25 will be 
paid to subscribers who may need operating room service at the 
hospital but who do not become bed patients. “These benefits 
have been granted,” said Mr. Pink, “in keeping with our basic 
policy of sharing with members and their families all surpluses 
beyond those necessary for sound operation. They will be con- 
tinued as long as our financial condition permits us to do so. 
Whenever our experience with added benefits proves favorable 
over a reasonable period of time, they are included in the con- 
tracts of our subscribers.” 


INDEMNITY VERSUS SERVICE PREPAY- 
MENT MEDICAL PROGRAMS 

The Council on Medical Service and Public Relations found 
at one of its regional conferences recently that there is a wide- 
spread belief that the Council favors cash indemnity prepayment 
medical care plans over service plans. The House of Delegates 
has approved both types of plans. It approved specifically the 
indemnity type of plan in 1938, and that approval led to an 
inference that the House favored that type of plan over a service 
plan. To correct that impression the House at its Atlantic 
City, 1942, session adopted a resolution approving the “principle 
of medical service plans on a service basis when sponsored by 
a constituent state medical association or a component county 
medical society in accordance with the recommendations relative 
to medical service plans adopted by the House of Delegates.” 
The Council urges the extension and development of all types 
of prepayment medical care plans that meet the essentials laid 
down by the House of Delegates with respect to such plans. 


Medical Legislation 


MEDICAL BILLS IN CONGRESS 


Bills Introduced—H. R. 56, introduced by Representative 
Izac, California, proposes to amend the Social Security Act 
to provide benefits to persons permanently crippled to a degree 
such that they are not able to emgage in a gainful occupation 
similar to the benefits now available to the blind. H. R. 68 
and H. R. 483, introduced by Representative Lane, Massa- 
chusetts, propose to grant temporary commissioned rank to 
certain male nurses serving in the armed forces. H. R: 76, 
introduced by Representative Lane, Massachusetts, proposes to 
authorize an appropriation of $1,500,000 to construct a veterans’ 
hospital at Lawrence, Mass. to accommodate approximately 
2,000 bed patients. H. R. 103, introduced by Representative 
Voorhis, California, proposes permanent and total disability 
ratings to veterans suffering from severe industrial inadapta- 
bility as a result of war service. H. R. 125, introduced by 
Representative Lane, Massachusetts, proposes to recognize the 
high public service rendered by soldiers who volunteered and 
served in trench fever experiments in the American Expedi- 
tionary Forces during World War I. H. R. 140, introduced 
by Representative Voorhis, California, proposes to amend the 
Social Security Act so as to permit each state to adopt its 
own interpretation of the phrase “needy individuals” as used 
in the act. H. R. 141, introduced by Representative Voorhis, 


California, proposes to amend title X of the Social Security 
Act so as to permit each state to adopt its own interpreta- 
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tion of the phrases “needy individuals who are blind” and 
“blind individuals who are needy” as used in the act. H. R. 
154, introduced by Representative Voorhis, California, proposes 
that the education and training provided by the Servicemen’s 
Readjustment Act of 1944 shall be available to veterans on 
an equal basis without regard to their age. H. R. 168, intro- 
duced by Representative Cannon, Missouri, proposes to restore 
the benefits extended to veterans of the World War that were 
repealed by the Economy Act of 1933. H. R. 284, introduced 
by Representative Randolph, West Virginia, proposes to pro- 
vide health programs for government employees. When action 
on a similar bill was sought in the Senate during the closing 
days of the 78th Congress, Senator Downey of California 
submitted an amendment which would have permitted osteo- 
paths to participate in the health programs. H. R. 327, 
introduced by Representative Rogers, Massachusetts, proposes 
the establishment of a permanent Nurse Corps in the Veterans 
Administration. H. R. 363, introduced by Representative Bol- 
ton, Ohio, proposes additional pay for enlisted men in the 
Army assigned to the Medical Corps who are awarded the 
Medical Corps valor badge. H. R. 372, introduced by Repre- 
sentative Cannon, Florida, directs the Veterans Administration 
to provide vocational rehabilitation and assistance in securing 
suitable employment for. service connected disabled veterans 
in need thereof. H. R. 395, introduced by Representative 
Dingell, Michigan, proposes to create a Unified National Social 
Insurance System to provide, among other things, temporary 
and permanent disability benefits and medical and hospitaliza- 
tion insurance benefits. The medical provisions of this bill 
are identical with those contained in the Wagner-Murray- 
Dingell bill introduced in the 78th Congress. H. R. 424, 
introduced by Representative Harless, Arizona, provides addi- 
tional compensation for enlisted personnel of the Medica! 
Department of the Army who serve in combat areas. H. R. 
491, introduced by Representative Lemke, North Dakota, 
undertakes to prohibit experiments on living dogs in the Dis- 
trict of Columbia. H. R. 519, introduced by Representative 
Mundt, South Dakota, provides for the prevention of pollu- 
tion of waters of the United States. H. R. 525, introduced 
by Representative Norton, New Jersey, provides for coopera- 
tion with state agencies administering labor laws in estab- 
lishing and maintaining safe and proper working conditions 
in industry and in the preparation, promulgation and enforce- 
ment of regulations to control industrial health hazards. H.R. 
535, introduced by Representative Peterson, Florida, under- 
takes to amend veterans’ regulations so as to provide that 
the use of.an eye should be considered lost when visual acuity 
is 5/200 or less. H. R. 610, introduced by Representative 
Tolan, California, proposes to amend the United States 
Employees’ Compensation Act so as to permit chiropractors 
to treat beneficiaries. 


Society Proceedings 


COMING MEETINGS 


Annual Congress on Industrial Health, Chicago, Feb. 13-15. Dr. Carl M. 
Peterson, 35 N. rborn St., Chicago, Secretary. coe 
Annual Congress on Medical Education and Licensure, Chicago, Feb. 
12-13. Dr. Victor Johnson, 535 N. Dearborn St., Chicago, Secretary. 
ual Forum on Allergy, Pittsburgh, January 20-21. 
— 956 Bryden Road, Columbus, Ohio, Director. 
Chicago Medical Society Annual Clinical Conference, Chicago, Feb. 27- 
March 1. Dr. Warren W. Furey, 30 N. Michigan Blvd., Chicago 2, 


Dr. Jonathan 


Secretary. 

Middle Section, American Laryngological, Rhinological and Otological 
Society, Indianapolis, January 17, Dr. Carl H. McCaskey, 608 Guar- 
anty Bldg., Indianapolis, Chairman. 

Midwest Conference on Rehabilitation, Chicago, Feb. 12. Dr. Henry 
T. Ricketts, University of Chicago, Chicago, Chairman Committee on 
Arrangements, 

Society of Surgeons of New Jersey, Jersey City, January 31. Dr. 
Walter B. Mount, 21 Plymouth St., Montclair, N. J., Secretary. 

Southern Section, American Laryngological, Rhinological and Otologi 
Society, Charlotte, N. C., January 15. Dr. Verling K. Hart, 106 W. 
7th St., Charlotte, N. C., Chairman. 

Western Section, American Latyogsegtcal, Rhinological and Otological 

ety, Los Angeles, January 27-28. Dr. Aubrey G. Rawlins, 384 
Post St., San Francisco, Chairman. 
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Medical News 


(PuysIcIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


COLORADO 


Rheumatic Fever Diagnostic Service.—Dr. Ward Dar- 
ley Jr. is the director of a rheumatic fever diagnostic service 
recently established by the Denver Area War Chest. The 
service has been organized to find cases of rheumatic fever 
and rheumatic heart disease among children and to see that 
these children are referred to a private physician or a clinic 
for care. Facilities are for diagnosis only, and no treatment 
is given. Children are referred chiefly by physicians and 
nurses of the schools and various public health, county and 
social agencies. Such children who already have a family 
physician are not seen in the clinic without the physician’s 
written -consent. In addition to discovering cases of rheumatic 
fever or its sequelae among children and sending them to 
physicians for cure, the service is also available to physicians 
who wish a careful check on patients with findings of heart 
disease or rheumatic fever. The patient is registered, weighed 
and measured, the history is taken and a physical examina- 
tion is made. The urine, is collected and blood obtained for 
a Wassermann test, sedimentation rate and blood count. One 
electrocardiogram including precordial leads is taken and 
fluoroscopy done with barium in the esophagus. While the 
primary purpose of these studies is to rule in or rule out 
rheumatic fever and rheumatic heart disease, it is to be expected 
that congenital heart disease and conditions which may be 
confused with rheumatic fever will be recognized. All results 
of the examinations are mailed to the physician, and the child 
is referred back to him. No charge is made. 


DISTRICT OF COLUMBIA 


Scientists Visit United States.—Seven scientists of India 
will spend six weeks in the United States as guests of the 
government. They are: 

Nazir Ahmad, Ph.D., director, Indian Central Cotton Committee. 

Dr. S. L. Bhatia, deputy director general, Indian Medical Service. | 

Sir Shanti Swarup Bhatnager, director of scientific and industrial 
research directorate, Government o ia. ; 

Sir yume Chandra Ghosh, D.Sc., director, Indian Institute of Science, 

alore. 
3K. Mitra, D.Sc., Ghose professor of physics, Calcutta University. 
|. N. Mukherji, D.Sc., professor of chemistry, University College of 
ence, Calcut 
Meghand Saha, D.Sc., Palit professor of physics, Calcutta University. 


GEORGIA 


Ophthalmic Seminar to Honor Dr. Abner Calhoun.— 
A seminar on ophthalmology will be sponsored by Emory Uni- 
versity School of Medicine, Atlanta, April 19-21, to honor the 
memory of the late Dr. Abner Wellborn Calhoun, the first 
professor of ophthalmology at Emory. Dr. Calhoun was born 
April 16, 1845 and died Aug. 21, 1910. Guest speakers will 
be Drs. William L. Benedict, Rochester, Minn.; John H. 
Dunnington, New York; Harry S. Gradle, Chicago; Parker 
Heath, Detroit; Walter I. Lillie, Philadelphia; Col. Derrick 
T. Vail Jr.. M. C., and Dr. Frank B. Walsh, Baltimore. All 
interested in ophthalmology are invited to attend as guests of 
Emory University. 

ILLINOIS 


Booklets on Health Education.—Two brochures are now 
available incorporating basic plans for student health educa- 
tion in teacher trained institutions and the school health pro- 
gram. They have been prepared by the Illinois Joint Committee 
on School Health under the direction of Dr. Roland R. Cross, 
chairman, director of the state department of public health, 
Springfield; Vernon L. Nickell, superintendent’ of public 
instruction, Springfield; Frank G. Thompson, Mount Vernon, 
director of the department of registration and education, and 
Clair E. Turner, Dr.P.H., consultant. The plans have been 
pesgered to serve as a guide and not as a graded course of 

y. 


Chicago 

Ludvig Hektoen Lecture.—The twenty-first Ludvig Hek- 
toen Lecture of the Frank Billings Foundation will be delivered 
on March 23 at the Palmer House by Dr. Joseph W ard, 
assistant professor of surgery, Duke University School of 
Medicine, Durham, N. C., on “The Ultracentrifugal, Chemical 
= Electron Micrographic Characters of Purified Animal 

iruses,”” 
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Joint Meeting on the Heart.—The Jackson Park Branch 
of the Chicago Medical Society and the clinical section of the 
Chicago Heart Association will hold a joint meeting at the 
Windermere East Hotel, January 18. Speakers will be Drs. 
Chauncey C. Maher on “The Heart in the Middle Aged” and 
Howard Wakefield, “Concerning Certain Problems of Cor- 
onary Artery Disease.” 

Officers of Institute of Medicine.—Dr. William C. Dan- 
forth is the new president of the Institute of Medicine of 
Chicago and Dr. Daniel J. Glomset, Des Moines, Iowa, vice 
president. Dr. George H. Coleman is secretary and Dr. Grant 
H. Laing treasurer. Dr. Ludvig Hektoen is honorary chair- 
man of the board of governors, and Dr. William F. Petersen 
chairman of the board of governors. 

Fernel Sentenced to Prison.—Dr. Jean Paul Fernel was 
sentenced to prison for three years on Dec r 29 following 
his conviction by a jury on twenty-one charges of violating 
the Food and Drug Act (THE JourNaL, Oct. 14, 1944, p. 444 
and Sept. 2, 1944, p. 39). Fernel’s license to practice medicine 
had been revoked on June 1, 1938 for the third time. Fernel 
was said to have carried on a mail order medical business 
from his home at 1543 North Wells Street. A former sen- 
tence of a year and a day i a year ago on a similar 
charge will be served concurrently with that of the recent 


sentence. 
KENTUCKY 


Society News.— Dr. Lester R. Dragstedt, Chicago, will 
address the Jefferson County Medical Society January 15 on 
“Supradiaphragmatic Section of Vagus Nerves in the Treat- 
ment of Gastroduodenal Ulcer.”.——Dr. Winston U. Rutledge, 
Louisville, will discuss “Industrial Dermatitis” before the 
Louisville Medico-Chirurgical Society January 26, and Dr. 
Harry S. Frazier, Louisville, “Staphylococcic Septicemia.”—— 
Dr. Edwin P. Scott, Louisville, addressed the Louisville Society 
of Medicine January 4 on “Meningitis.” 


MASSACHUSETTS 


Symposium on Low Back Pain.—On January 17 the New 
land Society of Physical Medicine will conduct a sym- 
posium on low back pain at the Hotel Kenmore, Boston. The 
speakers will be Drs. John G. Kuhns on “Orthopedic Manage- 
ment” .and William Jason Mixter, “Ruptured Intervertebral 
Disks,” both of Boston. 
One Hundred Years of Medicine.—On December 6 the 
Middlesex North District Medical Society held special cere- 
monies in the Lowell Memorial Auditorium, Lowell, to observe 
its one hundredth anniversary. Among the speakers on the 
program were Drs. Benjamin deF. Lambert and James J. 
Cassidy, Lowell, president of the society; Roger I. Lee, Boston, 
President-Elect, American Medical Association, on “Medicine 
y and Tomorrow”; Elmer §. Bagnall, Groveland, presi- 
dent, state medical society; Morris Fishbein, Editor of Tue 
JourNaL, and Archibald R. Gardner and Michael A. Tighe, 
Lowell, who was toastmaster. The society had its beginning 
in two associations which preceded it, the Middlesex Medical 
Association, organized in Lexington in October 1829, and the 
Lowell Medical Association. The Middlesex group held its 
third annual meeting in Lowell on May 16, 1832, and the fifth 
and last meeting was held at Charlestown. In 1833 “on account 
of loss of time and the expense incurred by the members in 
going by stage to and from, their then distant places of meet- 
ing” the association was dissolved. For several years there 
was no formal organization of physicians in this vicinity. On 
March 8, 1839 a special meeting of Lowell physicians was 
held “to organize a society for mutual improvement,” which 
resulted in the formation of the Lowell Medical Association. 
This society continued until a charter was granted by the 
Massachusetts Medical Society on Nov. 2, 1844 for the estab- 
lishment of a district society to be known as the Middlesex 
District Medical Society. In 1850 Middlesex County was 
divided into three districts, east, north and south. Lowell and 
eighteen neighboring towns were included in the north district 
and the name of the Middlesex Society was changed to the 
Middlesex North District Medical Society, the name it now 
retains. In its anniversary program it is stated that on June 6, 
1845 the society advertised for free patients, and two physi- 
cians were selected at each meeting to examine them, thus 
— a clinic, a practice which seems to have ceased 
in 


MICHIGAN 


Personal.—An upholstered arm chair was presented to Dr. 
Plinn F. Morse, Detroit, by members of the staff of the High- 
land Park General Hospital at a dinner December 13 to mark 
his retirement from active service as pathologist to the hos- 
pital. Dr. Morse will continue as consultant. 
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Society News.—On January 25 Dr. Percival Bailey, pro- 
fessor of neurology and neurosurgery, University of Illinois 
College of Medicine, Chicago, will address the Michigan 
Society of Neurology and Psychiatry, Detroit, on “Cerebral 
Architectonics.” Dr. Karl A. Menninger, Topeka, Kan., 
addressed the society, November 36, on “Psychiatry in Medi- 


cal Education.” 
MINNESOTA 


The Mayo Memorial.—A twelve story building will be 
constructed at the University of Minnesota Medical School, 
Minneapolis, to link existing units into one medical center as 
a permanent tribute to the late Drs. Charles H. and William 
J. Mayo. Costing about $2,000,000, the memorial will be 
located in the center of the University Hospital Quadrangle 
on the medical school campus, serving as the main entrance 
to the school and the hospitals. Construction of the new 
building will be skeleton type with red tone Minnesota wire 
cut face brick matching that in the adjacent buildings and 
trimmed with Indiana oolitic limestone. The memorial will 
contain a memorial auditorium, research laberatories, confer- 
ence rooms and offices for the clinical departments and the 
department of pathology, the operating rooms and major lab- 
oratories of the University Hospitals, and the administrative 
offices of the medical school, the school of nursing, the Uni- 
versity Hospitals and the department of postgraduate medical 
education. Nine projects figure in the ultimate development, 
the Mayo Memorial forming the central unit, including the 
existing Student Health Service, the obstetric unit and out- 
patient clinics, William Henry Eustis Children’s Hospital, 
Elliot Memorial Hospital, George Chase Christian Memorial 
Cancer Institute, Todd Memorial Eye, Ear, Nose and Throat 
Hospital, a future hospital addition and a proposed building 
for the School of Public Health. All floors of the building 
from the basement to the fiith floor will connect with present 
hospital buildings. Experimental surgery with air conditioned 
animal quarters will be housed in the basement or first floor 
of the Memorial in connection with a suite of operati 
rooms for teaching purposes. The department of radiology a 
diagnostic, teaching and research laboratories will be on the 
second floor. On the fourth floor will be assembled the 
teaching and service laboratories of the University Hospitals, 
laboratories for clinical diagnosis, bacteriologic examinations, 
biochemistry, blood examinations, metabolic studies and elec- 
trocardiography, offices and rooms for the course in medical 
technology and the auditorium balcony. The auditorium will 
be on the main floor and accommodate about 700 persons. 
The fifth floor will house the department of pathology with 
teaching and research laboratories, a lecture room a 
pathologic museum. The sixth and seventh floors will be 
devoted to operating, surgical service, conference and anes- 
thesia rooms, laboratories, galleries and general offices of 
the department of surgery. The eighth floor will house the 
laboratories, offices and conference rooms of the department 
of obstetrics and gynecology and the ninth the department of 
ophthalmology, otolaryngology and dermatology. On the tenth 
floor will be the laboratories, offices and conference rooms 
of the department of medicine, on the eleventh the department 
of neuropsychiatry and on the twelfth the department of 

diatrics. On the top floor of the tower will be the admin- 
istrative offices of the medical school, a “campus” office for 
the Mayo Foundation, a faculty room and a student and 
faculty lounge where students, faculty and guests may gather. 
The Committee of Founders of the Mayo Memorial, created 
by the 1943 Minnesota legislature to develop a suitable memo- 
rial to the two Mayo brothers, consists of three members 
each from the senate and the house of representatives and 
twelve additional members appointed by the governor. Donald 
J. Cowling, LL.D., Northfield, is chairman of the committee 
and Dr. George A. Earl, St. Paul, secretary. On November 4 
the board of regents of the University of Minnesota approved 
the requests of the Committee of Founders to establish a 
Mayo Memorial Fund to which may be credited private and 
public donations and appropriations. Headquarters for the 
Mayo Memorial Fund are at 1126 Northwestern Bank Build- 


ing, Minneapolis 2. 
NEW YORK 


Sanitary Code Amended.—On November 17 the Public 
Health Council adopted amendments to its state sanitary code, 
effective January 1, “to make the restrictions identical in 
septic sore throat and scarlet fever in accordance with present 
knowledge concerning the etiology of these clinical conditions 
and to make the restrictions with regard to communicable 
diseases on dairv farms more in accordance with the fact that 
pasteurization is the most important protective barrier.” Recent 
requirements of the state sanitary code have provided that 
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isolation in septic sore throat shall be “until recovery,” whereas 
isolation in the case of scarlet fever shall be “until twenty-one 
days after development of the disease. . . .” Because field 
and laboratory studies within recent years have demonstrated 
that, from the standpoint of the causative micro-organisms, 
septic sore throat and scarlet fever are identical, it is believed 
that there is no longer justification for isolation provisions 
which are not identical in these two clinical conditions and 
which therefore have been grouped under one designation, 
“streptococcic sore throat (including scarlet fever).” The iso- 
lation period has also been modified with the stipulation that 
all streptococcic sore throats are to be isolated until “the 
mucous membranes of the nose and throat appear normal, 
and until all abnormal discharges from the nose, throat and 
ears and suppurating glands have ceased, provided that such 
isolations shall continue for not less than seven days and not 
more than ninety days.” Health News points out that release 
from isolation Shall be on the basis of a negative throat cul- 
ture and termination must be on a clinical basis. A new 
regulation provides that persons dying from diphtheria or 
scarlet fever may in the future be exempted from the provision 
calling for the immediate sealing of a casket. 


New York City 


Harvey Lecture.—Hermann Otto Laurenz Fischer, Ph.D., 

research professor, University of Toronto, Ont., will deliver 
the fourth Harvey Society Lecture of the current series at 
the New York Academy of Medicine, January 18. His sub- 
ject will be “Biological and Chemical Relationships Between 
Hexoses and Inositols.” 
_ Meeting on the Heart.—The New York Heart Associa- 
tion, a division of the New York Tuberculosis and Health 
Association, will be addressed January 26 at the New York 
Academy of Medicine. The speakers will be Drs. Reginald 
H. Smithwick, Boston, on “Surgical Treatment of Hyperten- 
sion” and Harry E. Ungerleider, “Cardiac Enlargement—Its 
Management and Significance.” 

_ Meeting on Diabetes.—The New York Diabetes Associa- 
tion was addressed at the New York Academy of Medicine, 
January 13, by Major Isadore Arthur Mirsky, M. C., on 
“What is the Cause of Diabetes in Man?” and Dr. John P. 
Peters, New Haven, Conn., “Use of Carbohydrate in Diabetic 
Acidosis.” A round table discussion by a panel chosen from 
a group of members from the council of the American Dia- 
betes Association concluded the session. 

Class of 95 to Celebrate Anniversary.--The class of 
1895 of the Columbia University College of Physicians and 
Surgeons will hold its fiftieth anniversary dinner at the Cen- 
tury Club, May 15. <A feature of the dinner will be the 
presence of a 1945 graduate of the college as a guest of the 
class group to answer questions that were given to the 1895 
class. According to Dr. Theron W. Kilmer, class president, 
the class was the largest one ever to graduate at Columbia, 
containing 202 members. 

Graduate Courses.—The New York University College of 
Medicine announces three postgraduate courses to start in Feb- 
ruary. One on internal medicine will be given by Dr. Charles 
H. Nammack and his associates. One on clinical gastroen- 
terology, to be conducted by Dr. Zachary Sagal, was desig- 
nated for practicing physicians, and the lectures will be 
preceded by demonstration of patients in the wards. The third 
course will be conducted by Dr. Otto Steinbrocker on arthritis 
and rheumatic disorders. Additional information may 
obtained from the secretary of the New York University Col- 
lege of Medicine, 477 First Avenue, New York 16 

Information on Crippled Children.—On December 26 the 
New York City Health Department announced that there are 
more than 17, known cases of crippled and otherwise ortho- 
pedically handicapped children in the city. Based on figures 
of June 30, 1944 it was stated that prenatal influence and 
injuries associated with birth (6,246), poliomyelitis (3,914), 
cerebral palsy (1,819), congenital clubfoot (1,483) and scoliosis 
(1,474), in that order, rank highest among the causes of dis- 
ability. A total of 17,578 orthopedically handicapped children 
under 21 years of age were registered with the division for 
physically handicapped children of the bureau of child hygiene, 
city department of health, as of June 30, 1944. 

Chronic Pulmonary Diseases.—The New York Tubercu- 
losis and Health Association announces that the thirty-fourth 
clinical session on chronic pulmonary diseases was held at 
the Cornell University Medical College Amphitheater, Jan- 
uary 10, under the auspices of the Tuberculosis Sanatorium 
Conference of Metropolitan New York. The program included 
a discussion of x-ray films by Dr. Abraham Jaffin, 


Jersey City, N. J., chief, Hudson County tuberculosis clinics, 
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and talks by Drs. Horton C. Hinshaw, Rochester, Minn., on 
“Chemotherapy in Pulmonary Tuberculosis” and Maurice I. 
Smith, chief pharmacologist, Naetional Institute of Health, 
Bethesda, Md., “Present Status of Research in the Chemo- 
therapy of Sulfonamides and Sulfones in Experimental 


Tuberculosis.” 
NORTH CAROLINA 


Symposium Marks Fiftieth Anniversary of Wa-ts Hos- 
pital.—The fiftieth anniversary of the founding of Watts 
Hospital, Durham, will be observed February 14-15 with the 
presentation of the second annual medical and surgical sym- 
posium sponsored by the hospital staff. The program will be 
held at the Washington Duke Hotel, Durham. 


TEXAS 


University News.— Major Gen. George F. Lull, deputy 
surgeon general, U. S. Army, delivered the psincipal address 
at the second annual commencement of Southwestern Medical 
College of the Southwestern Medical Foundation, Dallas, 
December 18. Fifty-seven seniors were given the degree of 
doctor of medicine. 

Personal.—Dr. Alvis E. Greer, Houston, has been made 
editor in chief of the Medical Record and Annals, succeeding 
Dr. Everett L. Goar, Houston, who has held the position for 
about eleven years. Dr. Caleb O. Terrell, Fort Worth, has 
been appointed a member of the board of regents of the Uni- 
versity of Texas, Austin, to succeed the late Dr. Kenneth H. 
Aynesworth, Waco. 

The Greenwood Lectureship.—Dr. James Greenwood Jr. 
has donated a fund to the University of Texas Medical Branch, 
Galveston, to establish the James Greenwood Lectureship in 
neurology and neuresurgery in honor ot his father, Dr. James 
Greenwood. The lectureship will provide for meetings both 
at the Baylor University College of Medicine at Houston and 
at the University of Texas Medical Branch in Galveston. 


UTAH 


Dr. Howells Resigns Salt Lake Health Position.—Dr. 
Thomas J. Howells has resigned as health commissioner of 
Salt Lake City, effective January 1. Dr. Howells, who held 
the position nine years, plans to enter private practice. 


WEST VIRGINIA 


State Free of Poliomyelitis—Reports compiled by the 
state health department for the week ended December 16 show 
that West Virginia is free from all cases of poliomyelitis for 
the first time since last July. During the year 221 cases were 
reported in the state, with an estimated death toll of 9. This 
compares wih 
rate in that year was 7.8 per cent. 


ALASKA 


Northwest Medicine to Serve Alaska.—Beginning with 
its January issue Northwest Medicine will serve as the official 
journal of the Alaska Territorial Medical Association. The 
journal is now the official publication of the Oregon, Wash- 
ington and Idaho state medical associations. Of the four 
territorial areas of the United States, medical journals are 
published by Hawaii and Puerto Rico, ihe latter in the 
Spanish language. Residents of the Virgin Islands do not 
have sufficient medical representation to publish a journal, 
and now Alaska will be officially represented in Northwest 


Medicine. 
GENERAL 


Public Health Nursing Day.—The American Red Cross, 
the National Organization for Public Health Nursing and 
other health agencies are cooperating in observing the first 
national public health nursing day January 26. 

Noise Abatement Week.—The week of April 29-May 5 
has been designated Noise Abatement Week, according to the 
National Noise Abatement Council. In past years Noise 
Abatement Week has been held from May 6 to May 12. George 
W. Handy, Buffalo, is president of the council sponsoring 
Noise Abatement Week. 

Society for the Hard of Hearing.—Dr. C. Stewart Nash, 
Rochester, N. Y., was elected president of the American 
Society for the Hard of Hearing at its annual meetii.s in 
New York, November 10. Vice presidents are Mrs. A. E. 
Hunt, Newtonville, Mass., and Dr. Westley M. Hunt, New 
York. Other officers include Mrs. Francis E. Lee, Maumee, 
Ohio, recording secretary, and Mr. Raymond H. Greenman, 
Washington, D. C., managing director. The recent meeting 


included a symposium on the prevention and alleviation of 
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the disorders and diseases associated with deafness and a 
session on rehabilitation and education. The convention was 
concluded with an anniversary banquet marking the completion 
of twenty-five years of service. 

National Research Council Grants for Research in 
Endocrinology.—It is announced that requests to the National 
Research Council Committee on Research in Endocrinology 
for aid during the fiscal period from July 1, 1945 to June 30, 
1946 will.be received until Feb. 28, 1945. Application blanks 
may be obtained by addressing the Division of Medical Sciences, 
National Research Council, 2101 Constitution Avenue, Wash- 
ington 25, D. C. In addition to a statement of the problem 
and research plan or program, the committee desires informa- 
tion regarding the proposed method of attack, the institutional 
support of the investigation and the uses to be made of the 
sum requested. No part of any grant may be used by the 
recipient institution for administrative expenses. Applications 
for aid of endocrine research on problems of sex in the nar- 
rower sense cannot be given favorable consideration, but the 
committee will consider support of studies on the effects 
of sex hormones on nonsexual functions; for example, on 
metabolism. 


Special Society Elections.—At the second annual meeting 
of the American Otorhinologic Society for the Advancement 
of Plastic and Reconstructive Surgery, November 10, Dr. 
Morris S. Bender, New York, was elected president. Other 
officers include Drs. Alfred Schattner, New York, vice presi- 
dent, Jacob Daley, New York, secretary, and Benjamin H. 
Shuster, Philadelphia, treasurer——Brig. Gen. James S. Sim- 
mons, M. C., was chosen president-elect of the American 
Society of Tropical Medicine at its meeting in conjunction 
with the Southern Medical Association in St. Louis, Novem- 
ber 14-16, and Dr. Rolla E. Dyer, Bethesda, Md., was installed 
as president. Other officers include Dr. Paul F. Russell, 
Washington, D. C., vice president, and Dr. Joseph S. D’Antoni, 
New Orleans, secretary-treasurer.—— Dr. Marye Y. Dabney, 
Birmingham, Ala., was. chosen president-elect of the Southern 
Medical Association and Dr. Edgar G. Ballenger, Atlanta, 
Ga., was inducted into the presidency. Other officers include 
Dr. Edward Vernon Mastin, St. Louis, vice president, and 
Mr. C. P. Loranz, Birmingham, secretary, treasurer and gen- 
eral manager.——Dr. Walter B. Cannon, Boston, was reelected 
president of the American-Soviet Medical Society at its meet- 
ing in New York, November 11. Other officers include Dr. 
Abraham Stone, New York, national secretary, G. I. Shapiro, 
D New York, corresponding secretary, and Dr. George 
I. Swetlow, Brooklyn, treasurer.—— Dr. James C. Masson, 
Rochester, Minn., was elected president of the Western Sur- 
gical Association at its annual meeting in Chicago in Decem- 
ber. Dr. Arthur R. Metz, 250 East Superior Street, Chicago 
11, is the secretary and Dr. William M. Mills, Topeka, Kan., 


the treasurer. 
CANADA 


Society News.—-Dr. Paul Letondal, University of Montreal 
Faculty of Medicine, was elected president of the Société 
Médicale de Montréal at its meeting December 19. Other 
officers include Drs. Armand Frappier, vice president; Origéne 
Dufresne, general secretary; Jean Denis, assistant secretary, 
and Edouard Desjardins, treasurer. The society was founded 
in 1900 and incorporated in 1929, 


Conference on Industrial Health.— The second annual 
conference on industrial health sponsored by the Health League 
of Canada (industrial division) was held at the Royal York 
Hotel, Toronto, December 6. The theme of the session was 
“Veteran's Rehabilitation” and speakers included Dr. Clarence 
M. Hincks, Toronto, Capt. Frank E. Coburn and Lieut. Col. 
Thomas H. D. Storms, R. C. A. M. C., Dr. Clarence D. Selby, 
Detroit, Dr. Edward C. Holmblad, Chicago, and Dr. John G. 
Cunningham, Toronto. One feature of the meeting was a 
i hang table discussion on a health program in an industrial 
plant. 


Appointments to New Heaith and Welfare Unit. — 
Major General George B. Chisholm, director-general of medi- 
cal services for the Canadian army, and George F. Davidson, 
director of the Canadian Welfare Council, have been appointed 
deputy ministers in the department of national health and 
welfare, according to the Canadian Medical Association Jour- 
nal. The department was set up as a separate unit during 
the last session of parliament when the former pensions and 
health department was divided and made into a department 
of health and welfare and a department of veterans affairs. 
Mackenzie King, prime minister and formerly minister of 
pensions, has been placed in charge of the department of 
veterans affairs, and Hon. Brooke Claxton, former parliamen- 
tary assistant to Prime Minister King, was named health 
minister (THe Journat, July 15, p. 803). 
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LATIN AMERICA 


Health Activities in Latin America.—Research on Schis- 
tosomiasis—A recent communication indicates that the labora- 
tories of Jose Oliver Gonzalez, head oi the department of 
zoology, School of Tropical Medicine, San Juan, Puerto Rico, 
are successfully developing a major ‘refinement of the estab- 
lished detection test, simple and easy in application, to aid 
physicians in controlling schistosomiasis. The disease is said 
to be a major island affliction, affecting from 10 to 70 per cent 
of the Puerto Rican population in some areas and killing many 
slowly. The test consists of an injection of fluid containing the 
worm in a certain stage of its development. In 100 cases of 
known schistosomiasis in which the test was used it proved 
positive in all cases. 

Availability of Penicillin. — Every person in. Puerto Rico 
needing penicillin for treatment of sulfonamide resistant gonor- 
rhea will be eligible for free injections, the insular health 
department recently announced. Large quantities of the drug 
have been obtained through cooperation of the federal Public 
Health Service and other agencies ior the current antivenereal 
campaign. In addition to concentration on treatment for 
prostitutes the department of health explains that there will 
be enough of the drug to treat a large number of other per- 
sons in civilian life here. Only those gonorrhea cases which 
resist sulfonamides are eligible for the penicillin treatment. 
The prostitute treatment is being conducted through several 
hospitals throughout the island, which have been equipped to 
take care of several hundred women a week. 


Socialized Medicine in Brazil—Socialized medicine is being 


tried in certain sections of Brazil, according to Dr. Herminio © 


Pessoa, physician attached to Santa Casa de Para Hospital 
in Belem. Physicians are not yet being paid well enough for 
the amount of work they are required to do, Dr. Pessoa is 
reported to have said, but, because of the system, many are 
receiving hospital and medical attention that would not be 
able to afford it otherwise. He is also reported to have said 
that physicians belonging to the Institute des Banquers, an 
organization which provides aid for the underprivileged, are 
permitted to continue their private practice. Dr. Pessoa has 
been in the United States studying surgery at the Mayo Clinic, 
Rochester, Minn., for the past year, under the auspices of the 
Pan American Sanitary Bureau. 


Congress on Neurosurgery —The first South American Con- 


_ gress of Neurosurgery will be held at Montevideo, Uruguay, 


March 1-4. Officers of the congress include Dr. Alejandro 
H. Schroeder, eg Roman Arana Iniguez, general sec- 
retary, and José B . Gomensoro, secretario del exterior. 


Government Services 


_ Appointments in Vocational Rehabilitation 

Clifton K. Himmelsbach, Surgeon, U. S. Public Health Ser- 
vice, and Frank F. Furstenberg, Surgeon, U. S. Public Health 
Service Reserve, have been appointed assistant regional repre- 
sentatives in the Office of Vocational Rehabilitation, Federal 
Security Agency, effective in December. Dr. Himmelsbach 
will be assigned as assistant regional representative to the 
Kansas City, Mo., office and will provide assistance to the 
state vocational rehabilitation agencies in the organization and 
administration. of the physical roenraen hases of the voca- 
tional rehabilitation program. He will also serve as liaison 
with medical and hospital organizations and with other agen- 
cies interested in the vocational rehabilitation of disabled 

‘rsons. Dr. Himmelsbach graduated at the University of 

5 cam Department of Medicine, Charlottesville, in 1931. 

He was clinical director of the U. S. Public Health Service 
Hospital, Lexington, Ky., from 1937 to 1939 and was director 
of research from 1939 to 1944. Dr. Himmelsbach is well 
known as a Clinical investigator of morphine aid its deriva- 
tives, with particular reference to addiction. Dr. Furstenberg 
has been assigned to the San Francisco office and his services 
will be available to all states in the western area. Dr. Fur- 
stenberg graduated at the Indiana University School of Medi- 
cine, Indianapolis, in 1931 and served internships at the 
Indianapolis ity Hospital, Sinai Hospital, Baltimore, and the 
New York State Psychiatric Institute, Columbia University 


1933-34. He was medical director of the Maryland State 
Transient Bureau 1934-33 and medical consultant to the Mary- 
land National Youth Administration program in 1941. Prior 
to his assignment to the Office of Vocational Rehabilitation, 
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Dr. Furstenberg was health officer for the Monroe County 
Health Department, Key West, Fla. He is an instructor in 
medicine (on leave) at Johns Hopkins University School of 
Medicine, Baltimore. 


Examination for Regular Corps Appointment as 
Assistant Surgeon and Senior Assistant . 
Surgeon in Public Health Service 
An examination to establish eligibility for appointment as 
medical officers in the grade of assistant surgeon (lst lieuten- 
ant) and senior assistant surgeon (captain) is hereby announced 
to be held on the dates specified. An applicant for assistant 
surgeon must be a citizen of the United States, a graduate of 
a recognized medical school, and must have completed, or be 
in the process of completing, one year of internship or its 
equivalent. An applicant for senior assistant surgeon must 
meet requirements for assistant surgeon and must have had in 
addition at least four years of professional training or experi- 
ence. The compensation of officers in the grade of assistant 
surgeon is $3,411 per annum with dependents and $2,975.50 
per annum without dependents. The compensation of officers 
in the grade of senior assistant surgeon is $3,991 per annum 
with dependents and $3,555.50 per annum without dependents. 
Appointments in the regular corps are permanent in nature 
and afford opportunity for a career. Promotions are at regu- 
lar intervals up to and including the grade of medical director 
(colonel). Promotion, pay and retirement schedules for medi- 
cal officers in the Regular Corps of the U. S. Public Health 
Service are essentially the same as those of the medical corps 
of the Army. Officers agree to serve where assigned by the 
Surgeon General. Opportunity is afforded for assignment in 
a wide range of professional activity including hospital, research 
and public health duty. Travel expenses incident to official 
business or change of station, including transportation of 
dependents and household effects, are paid by the government. 
The Board of Examiners will be in the following places at 
9 a. m. on the dates specified. Candidates should arrange to 
have their physical examination completed at any one of the 

following listed places on or before the date shown: 


February 5, 6, Boston (Brighton), Marine Hospital, 77 Warren Street. 
Pai i 7, 8, 9, 10, New York (Stapleton, Staten Island), Marine 
ospita 
February 12, 13, Washington, U. S. P. H. S. Dispensary, Fourth and 
D streets S.W. 
Py nn 14, 15, Baltimore, Marine Hospital, Wyman Park Drive and 
tree 
16, 17, Norfolk, Marine Hospital, Hampton Boulevard. 
archmon 
February 21, 22, Savannah, Marine Hospital, York and Abercorn streets. 
> pag 23, Atlanta, Malaria Control in War Areas, 605 Volunteer 


soebtyary, 26, 27, Cleveland, Marine Hospital, Fairhill Road and E. 

4t tr 
February 28, Parak. Marine Hospital, Windmill Pointe 
March 1, 2, 3 , Chicago, erat Hospital, 4141 Ghapenden Avenue. 

g, Washington, U S. Dispensary, Fourth and 
streets 
March 12, 13, 14, Kirkwood (near St. Louis), Marine Hospital, 525 

Couch Avenu 

arch 15, Louisville, Marine Hospital, Portland Avenue and 22d Street. 
March 16, Lexington, U. S. P. H. S. Hospital, Leestown Pike, Lexing- 


m, Ky. 

March 17, Mem _ Marine Hospital, Delaware ere California streets. 

March 19, 20, t Worth, U. S. P. H. S. Hospital. 

March 21; 22, Marine Hongtal,, 4 45th Street and Avenue N. 
3, 24, New Orleans, Marine Hospital, 210 State Street. 

March 26, Mobile, Marine Hospital, St. Anthony and Bayou streets. 

—— 28, Washington, U. S. P. H. S. Dispensary, Fourth and D 


= 
2 
> 
to 


Apr 3, 4, Los Angeles, U. S. P. H. S. Relief Station, 406 Federal 
uildin 
6.25 San Francisco, Marine Hospital, 14th Avenue and 
k Blv 
“April 10, 11, 12, Seattle, Marine Hospital, Judkins Street and 14th 
Avenue Sout 
April 16, Minneapolis, Office of Indian Affairs, 218 Federal Building. 
April 18, Washington, U. S. P. H. S. Dispensary, Fourth and 


ae 23, 24, 25, Written examination. 


Persons who complete the physical examination and certain 
other portions of the examination will be: permitted to partici- 
pate later in the three day written examination beginning 
April 23 either at the place where the physical examination 
was conducted or at some other nearer point. 

Applicants may obtain application blanks by writing to the 
Surgeon General, U. Public Health Service, Bethesda 
Station, Washington 14, D. C. These forms may be’ filled 
out and delivered to the Board of Examiners or may also be 
obtained from the board at the time the applicant appears 
before the board. Applicants wishing to use National Board 
grades in lieu of written examination should present their 
certificates to the board. Applicants should bring their medi- 
cal school diploma with them. 
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Foreign Letters 


LONDON 


(From Our Regular Correspondent) 
‘ Dec. 9, 1944. 


Surgery with the Parachute Troops 

When parachute troops go into action behind enemy lines it 
may be some days before normal channels of casualty evacuation 
can be established. The medical services of the air borne for- 
mation are responsible for the medical and surgical care of 
casualties until contact has been made with the medical ser- 
vices of the supporting force. The 4Army Medical Department 
Bulletin states that two parachute surgical teams are attached 
to each field ambulance to make certain that efficient surgical 
aid is always available. A team consists of one surgeon and 
five orderlies; when it goes into action an anesthetist is attached. 
One of the orderlies looks after resuscitation and preopera- 
tive treatment, two are chosen for nursing ability, and all are 
endowed... with the intelligence, temperament and physique 
required of all parachutists.. All the men are trained so that 
they can do one another’s duties ; their capacity to improvise and 
adapt themselves has been an important factor in the success of 
these teams. 

Equipment has been cut to essentials and is light enough to 
be easily handled in difficult country even under fire. A light 
operating theater, essential instruments, anesthetics, plaster, 
dressings, plasma, transfusion apparatus and fuel are carried. 
Loss of equipment in transit often calls for a good deal of 
improvisation. The essential instruments include two excision 
sets, extra abdominal and fracture sets, trays, bowls, dishes, a 
sterilizer and boiled water container. Linen thread is used for 
most suturing, but small quantities of atraumatic catgut and 
silkworm gut are included. As water supply is often a prob- 
lem; collapsible containers are carried for storage. Heat and 
light are obtained from collapsible primus stoves, paraffin pres- 
sure lamps and electric headlamps. Feeders, bedpans and special 
ward equipment are also carried, but beds and bedding must be 
improvised on the spot. 

Experience has already taught much: acriflavine tablets are 
the most economical and useful antiseptic for general use; only 
11 of 150 cases in one operating session required any other 
anesthetic than pentothal alone ; chloroform is preferable to ether 
for inhalation anesthesia because of the risk of fire. In 1 case 
a parachute surgical team functioned for two days in a farm 
building, the work being shared by two surgeons. In spite of 
a nearby battle, thirty-five operations were done in twenty-one 
hours operating time, with only two deaths. Chest, neck, head 
and limb wounds were treated. Two men with abdominal 
wounds could not be sufficiently resuscitated for operation. Four 
fifths of the casualties were operated on about five hours after 
they were wounded. 


The Sinking of a German Hospital Ship 

An official statement has been issued with regard to the sink- 
ing of the German hospital ship Tuebingen in the Adriatric on 
November 18 by allied aircraft. The German authorities have 
been notified that a full inquiry is proceeding, and an expression 
of regret from the British government has been conveyed. The 
Tuebingen was intercepted by a British destroyer west of Crete 
on October 27 ‘n the course of evacuating German sick and 
wounded from Salonika to Trieste. In accordance with the 
Hague convention, these casualties, numbering 1,023, were 
removed and made prisoners of war, and the ship was released 
after examination with instructions to continue her voyage to 
Trieste. However, she put into the Yugoslav port of Bar and 
embarked an additional 337 sick and wounded. She was again 
intercepted and taken into the Italian port of Bari, and thé 
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causalties were removed. She was again released on Novem- 
ber 17 with instructions to sail to Trieste. Next day when off 
the Italian port of Pola she was sighted by air forces before 
sunrise. She was not illuminated, and in the poor light the 
flight leader was unable to identify her. He reported to base 
and asked for instructions. Owing to atmospheric conditions 
the message was received incorrectly and indicated to the con- 
trolling officer that a high speed launch had been sighted in the 
middle of the gulf of Venice. Having ascertained that no allied 
launch was in the neighborhood the controlling officer gave 
permission to attack. This was done, and the ship was sunk. 
It is understood that the casualties among the crew were very 
light. This appears to be the only case of the sinking of a 
German hospital ship in the five years of war. Unfortunately 
the same cannot be said of British hospital ships, nor can it be 
said that their sinking was by mistake. 


Meeting of Foreign Doctors in London 

The war has brought a large number of foreign doctors to 
this country, refugees from the part of Europe which was 
occupied by the Germans. We have done what we could to 
welcome them at medical societies and otherwise. With the 
liberation of Europe approaching completion, these men are 
hoping soon to return home. At the House of the British 
Medical Association what may be regarded as an informal fare- 


~ well meeting was held and was attended by representatives of 


eight countries. Dr. Dain, chairman of the council, said that 
if there was a wider diffusion of the spirit that permeated medi- 
cine the prospects of future peace might be made secure. There 
were no frontiers to medical knowledge, no monopolistic restric- 
tions to medical discoveries, he emphasized. If out of that 
meeting came a movement for giving permanent expression to 
the bonds which hold together doctors of different countries the 
British Medical Association would feel it a privilege to give 
all the help it could, Dr. Dain said. Dr. Alfred Cox, a former 
secretary of the British Medical Association, gave a short his- 
tory of the Association professionelle internationale des médecins 
and recalled how the proposal to hold the annual conference of 
1938 in Prague was defeated by the German delegate, who con- 
sidered this an insult to the master race. In reply the Nor- 
wegian minister of health, Dr. Karl Evang, said that in the new 
kind of world which they hoped to construct after the war 
medical services would be to some extent reconstructed also. 
The other foreign delegates present were Dr. C. Meissner, chair- 
man of the Polish Medical Association, Dr. J. Ungar of Czecho- 
slovakia, Col. C. F. Koch of the Dutch army, Dr. M. Selkin of 
Yugoslavia, Col. B. A. Osipov of the Soviet military mission 
and Dr. A. D. de Smet of Belgium. 


Marriages 


Ricnarp Newton Apsort, West Newton, Mass., to Miss 
Myrtle Louise von Hagen of Middletown, Conn., October 28. 

Epcar Lee Etter Jr., Fort Worth, Texas, to Miss Patricia 
Catherine Nesrsta of San Antonio, October 20. 

Mitton Lawrence McCatt, Philadelphia, 
Maxine French of Ardmore, September 30, 

Wittiam H. Genron Jr. to Miss Betty Y. Schwoerer, both 
of Williamsport, Pa., October 

CuarLes Buncn to Miss Sarah Elizabeth Sherrill, both of 
Charlotte, N. C., November 23. 

WenpveE.t B. Hotmes, Tylertown, Miss., to Miss Joy Ratliff 
of McComb, November 5. 

H. RaymMonp Mutcuter, Dover, N. J., 
Beebe, October 13 

James J. Smiru to Miss Grace Louise Ruhle, both of Brook- 
lyn, November 3. 
Piece chy Karen to Miss Helen Gregor, both of Milwaukee, 

tembe 


to Miss Jane 


to Miss Flora B. 
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Deaths 


Richard Frothingham O’Neil © Boston; Harvard Medical 
School, Boston, 1897; member of the House of Delegates of 
the American Medical Association in 1912 and chairman of the 
Section on Urology, 1920-1921; member of the International 
Society of Urology and the New England Surgical Society ; 
member, formerly secretary and president of the American Asso- 
ciation of Genito-Urinary Surgeons; member and past president 
of the American Urological Association ; formerly secretary 
and president of the New England section of the American 
Urological Association; fellow of the American College of 
Surgeons; served in the Spanish-American War and World 
War I; specialist certified by the American Board of Urology, 
Inc.; served as genitourinary surgeon in the outpatient depart- 
ment at the Massachusetts General Hospital, where he later had 
been visiting genitourinary surgeon, associate urologist and 
since 1934 member of the board of consultation; formerly on 
the staff of St. ea s Hospital; author of a chapter on 
“Renal Tuberculosis” in “Cabot’s Modern Urology”; died in 
December, aged 70. 

Peter Irving ® New York; Columbia University College of 
Physicians and Surgeons, New York, 1903; since 1937 secre- 
tary and general manager of the Medical Society of the State 


of New York; specialist certified by the American Board of. 


Internal Medicine; member of the House of Delegates of the 
American Medical Association in 1938, 1939 and 1940; fellow 
of the New York Academy of Medicine and the American Col- 


lege of Physicians; member of the alumni association and con- . 
sulting physician at the Roosevelt Hospital, where for many , 


years he was lecturer on medical subjects to the undergraduates 
and from 1919 to 1937 physician to the training school; con- 
sulting physician to the Seton and New York hospitals; manag- 
ing editor of the New York State Journal of Medicine; in 1943 
appointed by Governor Dewey as a member of a commission 
to investigate the management and affairs of the department of 
mental hygiene of the state of New York; died in the Roosevelt 
Hospital December 28, aged 66. 

John Minos Fermster Gill ® Wichita Falls, Texas; Medi- 
cal Department of Tulane University of Louisiana, New Orleans, 
1889; captain, medical corps, U. S. Army, during World War 
I; psychiatrist on the board of examiners for the U. S. Army 
enlisting and induction station at Abilene, Texas, from March 
through July in 1942; at one time city physician at Burk- 
burnett; formerly on the staffs of the Kings Daughters Hos- 
pital, Temple, Texas, Confederate Home Hospital, Austin, 
Abilene State Hospital, Abilene, San Antonio State Hospital, 
San Antonio, and the Rusk State Hospital, Rusk; retired Nov. 
1, 1944 as a member of the staff of the Texas State Hospital ; 
died in the Veterans Administration Facility, Waco, December 
10, aged 76, of arteriosclerosis. 

William Province Garshwiler ® Indianapolis; Medical 
College of Indiana, Indianapolis, 1896; professor emeritus of 
urology and formerly clinical professor of genitourinary surgery 
at the Indiana University School of Medicine; specialist certified 
by the American Board of Urology, Inc.; member of the Ameri- 
can Urological Association; fellow of the American College of 
Surgeons; served as consulting genitourinary surgeon, Indi- 
anapolis City, St. Vincent’s and Robert W. Long hospitals, 
William H. Coleman Hospital for Women and the James Whit- 
comb Riley Hospital for Children; died at his home in South- 
port, Ind., December 10, aged 76, of cerebral hemorrhage. 

Blanche M. Haines, Three Rivers, Mich.; Woman’s Hos- 
pital Medical College, Chicago, 1886; formerly head of the 
division of maternal and infant hygiene of the U. S. Children’s 
Bureau at Washington, D. C., and director of the Michigan 
Bureau of Child Hygiene and Public Health Nursing; served 
as city health officer, member and secretary of the board of 
education; member of the American Association of University 
Women, fellow and life member of the American Public Health 
Association; member of the Institute of American Genealogy 
po Daughters of the American Revolution; diced November 9, 

8 


Oscar Robert R. Troje @ Fairfield, Ala.; University of 
Kansas School of Medicine, Kansas City, 1907; specialist cer- 
tified by the American Board of Radiology, Inc.; member 
of the American Roentgen Ray Society, Radiological Society 
of North America, Inc., and the American College of Radi- 
ology; lieutenant commander, medical corps, U. S. Naval 
Reserve, not on active duty; for many years chief gg oe 
at the Employees’ Hospital of the Tennessee Coal, Iron and 
Railroad Company, where he died December 12, aged 59, of 
cerebral hemorrhage. 


Charles Francis Adams, Carthage, N. Y.; Bellevue Hos- 
pital Medical College, New York, 1893; member of the 
American Medical Association; formerly village president; died 
November 16, aged 76, of cerebral hemorrhage. 

Eugene Thomas Alexander, Peoria, Ill.; Chicago Medical 
School, 1930; served overseas during World War I; on the 
staff of the John C. Proctor Hospital; died November ‘1, aged 
50, of carcinoma of the liver. 

Kenneth Hazen Aynesworth © Waco, Texas; University 
of Texas School of Medicine, Galveston, 1899; specialist cer- 
tified by the American Board of Surgery; member of the 
Southern Surgical Association; fellow of the American College 
of Surgeons; regent of the University of Texas; on the staffs 
of the Hillcrest and Providence hospitals; died October 31, 
aged 71, of cerebral hemorrhage. 

Elizabeth McKinley Beecroft, Philadelphia; Woman's 
Medical College of Pennsylvania, Philadelphia, 1904; died in 
the Germantown Dispensary and Hospital September 10, aged 
77, of fracture of the right hip received in a fall, and terminal 
pneumonia. 


Manfredi Benanti, New York; Regia Universita degli 
Studi di Palermo. Facolta di Medicina e Chirurgia, Italy, 1894; 
died October 30, aged 76, of chronic myocarditis. 

John Benjamin Bickers, Kansas City, Mo.; Medico- 
Chirurgical College of Kansas City, 1901; died in the Kansas 
City General Hospital October 17, aged 74, of cardiovascular 
disease and bilateral purulent bronchiolitis. 

Milton M. Blair, Norwood, Colo.; (licensed in Colorado 
in 1902); died October 30, aged 71. 

Orland Rossini Blair ® Clarks Summit, Pa.; Yale Univer- 
sity School of Medicine, New Haven, 1896; specialist certified 
by the American Board of Psychiatry and Neurology, Inc.; 
member of the American Psychiatric Association; served during 
World War I; chief resident physician at the Hillside Home 
and Hospital for Mental Diseases; died in the Moses Taylor 
Hospital, Scranton, October 21, aged 73, of diabetes mellitus. 

William D. Bonifield, Warren, Ind.; Medical College of 
Ohio, Cincinnati, 1888; died November 8, aged 82, of uremia 
and aneurysm of the right popliteal artery. 

Maxwell Breniman ® Ackley, Iowa; Rush 
Medical College, Chicago, 1899; died October 22, aged 73, of 
uremia and cardiovascular disease. 

Joseph Theobold Brice, Cumming, Ga.; Atlanta Medical 
College, 1891; member of the American Medical Association; 
fellow of the ’ American College of Surgeons; formerly on the 
staffs of the Grady and Georgia Baptist hospitals, Atlanta; died 
October 2, aged 78, of a malignant abscess on the right arm. 

Robert C. Brookes, Waelder, Texas; Medical Department 
of Tulane University of Louisiana, New Orleans, 1894; died 
October 16, aged 79, of pyloric carcinoma. 

Daniel Angus Bruce, Quincy, ae: ; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1892; member 
of the American Medical Association : —_ of the Norfolk 
South District Medical Society, 1927- 1928 ; member of the city 
school board from 1903 to 1915; on the staff of the Quincy 
City Hospital, where he died November 5, aged 81, of terminal 
pneumonia, cystitis and arteriosclerosis. 

Daniel B. Bushong, Charles Town, W. Va.; Baltimore 
Medical College, 1893; on the staff of the Washington County 
Hospital, Hagerstown, Md., where he died October 30, aged 74, 
of acute coronary thrombosis with arteriosclerosis. 

Thomas Porter Cole © Greensburg, Pa.; Jefferson Medical 
College, Philadelphia, 1893; fellow of the American College of 
Surgeons; served in the medical corps of the U. S. Army in 
France during World War I, holding the rank of major at the 
time of his discharge; for many years on the staff of the West- 
moreland Hospital; died November 12, aged 73, of coronary 
thrombosis. 

Oscar Edwin Coleman ® Denver; Jefferson Medical Col- 
lege of Philadelphia, 1902; died in the Fitzsimons General 
Hospital September 28, aged 72, of carcinoma of the lung with 
metastasis to the liver. 

John N. Constas ® Washington, D. C.; Georgetown Uni- 
versity School of Medicine, Washington, 1904; formerly demon- 
strator in anatomy, assistant clinical professor of surgery and 
associate clinical professor of surgery at his alma mater ; member 
of the staffs of the Garfield and Gallinger hospitals; in recog- 
nition of his interest in public health in his native Greece 
received in 1937 the Order of the Golden Cross of Phoenix 
from the Greek minister in behalf of King George I] of Greece; 
died December 6, aged 70, of coronary occlusion. 
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Robert Marquis Copeland, Vevay, Ind.; College of Phy- 
sicians and Surgeons, Baltimore, 1888; member of the American 
Medical Association; died October 28, aged 83, of cerebral 
hemorrhage. 

Corydon O. Dewey, St. Joseph, Mo.; Missouri Medical 
College, St. Louis, 1882; member of the American Medical 
Association; honorary member of the Missouri-Kansas Neuro- 
psychiatric Association; for many years surgeon for the Denver 
and Rio Grande Railroad in Utah; served on the staff of State 
Hospital number 2; died November 3, aged 83, of carcinoma 
of the liver. 

Eli E. Dotson, Ramona, Calif.; State University of Iowa 
College of Medicine, lowa City, 1901; veteran of the Spanish- 
American and World wars; died October 25, aged 71, of coro- 
nary heart disease. 

Xenophon Best Dougherty ® Neoga, IIl.; Bennett Medical 
College, Chicago, 1915; on the visiting staff of St. Anthony’s 
Hospital, Effingham; died October 24, aged 55, of coronary 
occlusion. 

Schuyler Colfax Eubanks, Montgomery, Ala.; Medical 
College of Alabama, Mobile, 1902; for ten years connected with 
the city health department; died October 28, aged 75, of con- 
gestive heart disease, cardiovascular disease and pellagra. 

George Benson Fenwick @ Chelsea, Mass.; Harvard 
Medical School, Boston, 1904; head of the medical division of 
civilian defense and examining physician of local board num- 
ber 50; head examining physician of local schools; trustee of 
the Chelsea Savings Bank; president of the medical staff of the 
Chelsea Memorial Hospital; served on the board of health; 
died October 27, aged 66, of coronary thrombosis. 

George William Firth, Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1907 ; member of the American Medical 
Association; died September 17, aged 61, of chronic rheumatit 
endocarditis and cerebral embolism. 


Alexander W. Fitzsimons, Omaha; University of Nebraska 


College of Medicine, Omaha, 1902; died in St. Catherine’s Hos- 
pital October 23, aged 67, of coronary thrombosis. 
Samuel Merriman Ford, Bluefield, W. Va.; Kentucky 


School of Medicine, Louisville, 1904 ; ‘served during World 
War I; died in the Veterans Administration Facility, Roanoke, 
Va., October 18, aged 68, of acute cholecystitis and cholangitis. 

Charles Henry French, Cedar Rapids, Iowa; St. Louis 
College of Physicians and Surgeons, 1904; member of the 
American Medical Association; died in the Mercy Hospital 
November 6, aged 73, of hypertensive heart disease. — 

Julius Raphael Globus © Brooklyn; University and Belle- 
vue Hospital Medical College, New York, 1915; on the staffs 
of the Beth Moses and es Heights hospitals ; died in the 
Adelphi Hospital October 9, aged 59, of carcinoma. = 

Ludwig Bernhard Goldhorn, Mount Vernon, N. Y.; Uni- 
versity and Bellevue Hospital Medical College, New York, 

; served as chief roentgenologist at the Mount Vernon 
Hospital ; died at his summer home in Redding, Conn., Novem- 
ber 16, aged 73, of coronary thrombosis. 

Leizer E. Grimberg, New York; Columbia Univetaity 
College of Physicians and Surgeons, New York, 1911; member 
of the American Medical Association; specialist certified by the 
American Board of Psychiatry and Neurology, Inc.; associate 
visiting neuropsychiatrist, Welfare Hospital for Chronic Dis- 
eases; formerly on the staffs of the Neurological Institute and 
the Bronx Hospital; examining psychiatrist at the induction 
center; died in Mount Vernon, N. Y., November 15, aged 60, 
of coronary thrombosis. 

Paul Gronnerud @ Martin, Ky.; Kentucky School of 
Medicine, Louisville, 1898; at one time professor of gynecology, 
operative surgery and surgical anatomy at the Illinois Post- 
Graduate Medical School, Chicago; fellow of the American 
College of Surgeons; served during World War I; chief sur- 
geon of the Methodist Hospital, Pikeville, for nearly twenty 
years; died in Pikeville October 22, aged 75, of angina pectoris. 

Warren T. Heaps, Kewanee, Ill.; St. Louis University 
School of Medicine, 1906; member of the American Medical 
Association; served as president of the chamber of commerce; 
formerly chief of the staff of the Public ponte and St. 
Francis Hospital, where he died November 4, aged 05, of 
influenza. | 

Lucia E. Heaton, Canton, N. Y.; Woman's Medical College 
of the New York Infirmary ior Women and Children, New 
York, 1892; for many years medical examiner of women and 
trustee at St. Lawrence University; she served on the board of 
——- of Canton; died October 15, aged 88, of coronary 
occlusion 
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Erwin William Hollandt, Ilion, N. Y.; University of 
Rochester School of Medicine and Dentistry, Rochester, N. Y., 
1933; member of the American Medical Association; served an 
internship at the Jersey City Hospital, Jersey City; died 
October -11, aged 35, of pyohydronephrosis, congenital singte 
kidney and ureteral kinking. 

John Henry Hubbard, Tarrant, Ala. (licensed in Missis- 
sippi in 1902 and Alabama in 1921); died November 4, aged 6/7, 
of mesenteric lymphosarcoma. 

Vernon Rufus Jones, Gratz, Ky.; Kentucky School of 
Medicine, Louisville, 1907; member of the American Medical 
Association; died in Frankfort December 6, aged 62, of chronic 
myocarditis. 

Lyman Greenleaf Kauffman, Dayton, Ohio; Jefferson 
Medical College of Philadelphia, 1924; senior urologist at the 
Miami Valley Hospital and the Dayton State Hospital; for- 
merly on the staff of the Good Samaritan Hospital; visiting 
urologist at the Ohio Soldiers’ and Sailors’ Orphans’ Home 
Hospital, Xenia; died November 12, aged 44, of hepatic sclero- 

* sis. 

James Howard Kelley Jr. ® Springfield, Mo.; Washing- 
ton University School of Medicine, St. Louis, 1925 ; served 
internships at City and City Isolation hospitals, St. Louis; 
formerly resident physician at the Missouri-Kansas-Texas Rail- 
road Employees’ Hospital in Parsons, Kan.; died in Hurley 
October 17, aged 47 

Benjamin Buel Kinne @ Middletown, N. Y.; American 
Medical Missionary College, Battle Creek, Mich., and Chicago, 
1904; medical superintendent and owner of the Middletown 


. Sanitarium and Hospital, where he died October 5, aged 67, 


of coronary thrombosis. 


Frank J. Lambeck, Milwaukee; Milwaukee Medical Col- 
lege, 1897; member of the American Medical Association ; died 
in the Columbia Hospital October 13, aged 71, of carcinoma. 

Hugh Monroe Longino, Mineral Wells, Texas; Medical 
Department of Tulane University of Louisiana, New Orleans, 
1870; Civil War veteran; died October 24, aged 100, of senility. 

Henry Anton Loux, Sussex, N. pi Long Island College 
Hospital, Brooklyn, 1908; member the American Medical 
Association; on_ the staff of the Alexander Linn Hospital ; 
died in Greenville, N. Y., October 28, aged 63, of coronary 
occlusion, 

Benjamin P. Magness, Gotebo, Okla.; University of Louis- 
ville Medical Department, Louisville, Ky., 1893; died in the 
Carnegie Hospital and Clinic, Carnegie, October 18, aged 73, 
of cerebral hemorrhage. 

Earnest Craig McDonald ® Indianapolis; Indiana Univer- 
sity School of Medicine, Indianapolis, 1931 ; served an internship 
at the Indiana University Hospitals ; served during World War 
I; on the staffs of St. Vincent's Hospital and the Methodist 
Hospital, where he died October 23, aged 42, of uremia. 

John Angus McDonald, East Machias, Maine; Jefferson 
Medical College of Philadelphia, 1886 ; member of the Ameri- 
can Medical Association; served two terms in the state house 
of representatives and two terms in the senate; Washington 
County medical examiner for sixteen years; health officer in 
the Machias area for five years; served as superintendent of 
schools at East Machias; died in the Calais Hospital, Calais, 
October 10, aged 78, of cerebral hemorrhage and broncho- 
pneumonia. 

Robert McGregor ® Saginaw, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1894; served as psychiatrist for the draft board of Saginaw; 
at one time professor of electrotherapeutics and associate pro- 
fessor of nervous and mental diseases at the Michigan College 
of Medicine and Surgery in Detroit; formerly on the staff of 
the Woman’s Hospital; died in St. Mary’ s Hospital October 31, 
aged 83, of myocarditis. 

Leo Louis Meininger, Palo Alto, Calif.; Cooper Medical 
College, San Francisco, 1898; member of the American Medi- 
cal Association; formerly chief of the outpatient service, Mount 
Zion Hospital, ‘San F rancisco; died in the Palo Alto Hospital 
October 9, aged 74, of cerebral hemorrhage. 

Frank Russell Miller ® La Grange, IIl.; 
University Medical School, Chicago, 1900; died in the Wesley 
Memorial Hospital, Chicago, October 25, ‘aged 72, of chronic 
myocarditis, adenoma of the left kidney and hemangioma of 
the liver. 

Morris Moore, Walnut, Iowa; John A. Creighton 
College, Omaha, 1901 ; member of the American Medical A 
ciation; died in Council Bluffs October 21, aged 70, of lobar 
pneumonia. 
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Albert S. Morton, Bay City, Texas; Louisville (Ky.) 
Medical College, 1897; died October 18, aged 73, of arterial 
hypertension and cerebral hemorrhage. 


Edward Campbell Morton © Chicago; Chicago Medical 
College, 1888; served during World War I; on the staff of the 
Englewood Hospital; died in the Veterans Administration 
Facility, Hines, Ill., November 25, aged 77, of uremia caused 
by pyelonephritis. 


Frank M. Mulvaney, Marion, Wis.; Northwestern Uni- 
versity Medical School, Chicago, 1904; member of the American 
Medical Association; veteran of the Spanish-American War ; 
health officer; surgeon for the Chicago and Northwestern Rail- 
road; on the staffs of the Community Hospital, New London, 
and the Mercy Hospital, Oshkosh, where he died October 19, 
aged 69, of cerebral thrombosis and prostatic hypertrophy. 

John Marshall Neely Sr., Lincoln, Neb.; Kentucky School 
of Medicine, Louisville, 1896; member of the American Medical 
Association; at one time member of the staff of the Bryan 
Memorial Hospital; served as examiner to the Missouri Pacific 
Railroad; died October 24, aged 74, of coronary thrombosis. 


Dennis Lee Newton, Fort Madison, Iowa; Keokuk Medical 
College, Keokuk, Iowa, 1894; member of the American Medical 
Association; health officer of Fort Madison; died in the Bur- 
lington Protestant Hospital, Burlington, November 4, aged 79, 
of coronary occlusion. : 

Charles Calogero Panzarella, Buffalo; University of Buf- 
falo School of Medicine, 1915; member of the American Medical 
Association; served during World War I; for 
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and a member of the staff; died October 3, aged 75, of sub- 
acute bacterial endocarditis. 

George Heath Steele © Belmond, Iowa; Rush Medical 
College, Chicago, 1910; part owner and medical superintendent 
of the Belmond Hospital; died November 15, aged 60, of heart 
disease. 

Richard Stinson, Paterson, N. J.; Columbia University 
College of Physicians and Surgeons, New York, 1896; member 
of the American Medical Association; died October 8, aged 
70, of cerebral thrombosis and cerebral arteriosclerosis. 

George Tudor Thornhill, Bluefield, W. Va.; University of 
Virginia Department of Medicine, Charlottesville, 1894; director 
of the Flat Top National Bank; died November 9, aged 72, of 
coronary occlusion and carcinoma of the prostate. 

Thomas B. Tompkins, Manitowoc, Wis. (licensed in Wis- 
consin in 1925); died in the Holy Family Hospital September 
10, aged 77, of bronchopneumonia. 

David Irving Torin, Pittsburgh; University of Pittsburgh 
School of Medicine, 1929; served an internship at the Monte- 
fiore Hospital; died September 27, aged 40, of coronary throm- 
bosis and arteriosclerosis. 

Palmer Townsend, Brooklyn; Long Island College Hos- 
pital, Brooklyn, 1890; on the staff of the Prospect Heights 
Hospital; died November 6, aged 78, of bronchopneumonia. 

Adrian Xavier Urbanski © Perth Amboy, N. J., Medical 
College of Virginia, Richmond, 1924; formerly city physician; 
served an internship at the Newark City Hos- 


many years on the staff of the Columbus Hos- 
pital, where he died October 24, aged 51, of 
coronary occlusion. 


James Robinson Parker, Norfolk, Va.; 
Baltimore Medical College, 1898; died in the 
Norfolk General Hospital October 4, aged 69, 
of coronary occlusion. 

Albert Amoss Patterson, Flint, Mich.; 
Detroit College of Medicine, 1909; veteran of 
the Spanish-American War; died November 
19, aged 69, of cardiac insufficiency. 

Louis Garrard Roberts, White Hall, Va.; 
University College of Medicine, Richmond, 

12; member of the American Medical Asso- 
ciation; chairman of the Albemarle Board of 
Supervisors; died October 26, aged 54, of 
thrombosis. 

Pleasant F. Robinson, Madill, Okla.; 
Gate City Medical College, Texarkana, Ark., 


pital, Newark; attending surgeon at the Perth 
Amboy General Hospital; died in the Stephen 
V. Harkness Pavilion for Private Patients, 
New York, November 9, aged 46, of hyper- 
tensive cardiovascular disease. 

Frederick Gordon Whamond, Chicago; 
George Washington University School of 
Medicine, Washington, D. C., 1908; died 
November 12, aged 79. 

Hilard Elbert Whitlock ® Tuscumbia, 
Ala.; University of Tennessee College of 
Medicime, Memphis, 1931; on the staff of the 
Colbert County Hospital, Sheffield, where he 
died November 2, aged 43, of pulmonary embo- 
lism, following a gunshot wound of the chest 
(homicide). 

Joseph L. Wiza, Philadelphia; Medico- 
Chirurgical College of Philadelphia, 1902; died 
October 25, aged 67, of coronary occlusion. 


7; at one time county health officer; died 
in McAlester August 11, aged 69. 

Montgomery Gilbert Shipp, Anniston, M. C, A 
Ala.; Vanderbilt University School of Medi- 
cine, Nashville, Tenn., 1900; member of the American Medical 
Association ; on the staff of the Garner Hospital; died October 
24, aged 65, of lobar pneumonia. 

Benjamin O. Shook, Spencerville, Ind.; Miami Medical 
College, Cincinnati, 1902; formerly county coroner ; died Decem- 
ber 13, aged 74, of injuries received in an automobile accident. 

Frederick Robertson Sims, Sandwich, Mass.; Harvard 
Medical School, Boston, 1902; member of the American Medical 
Association, American Psychiatric Association and the New 
England Society of Psychiatry; formerly assistant in neuro- 
ne at his alma mater; captain in the medical corps of 
the U. S. Army in France during World War I; served as 
manager and chief medical officer at various Veterans Adminis- 
tration facilities for twenty-five years; died in Forestdale 
October 26, aged 65, of coronary occlusion. 

Benjamin Franklin Slusher, Kansas City, Mo.; Barnes 
Medical College, St. Louis, 1897; died October 31, aged 73, of 
cerebral hemorrhage. 

Frank Edward Smith © New York; New York Homeo- 
pathic Medical College and Hospital, New York, 1904; for- 
merly assistant professor of surgery at his alma mater; member 
of the American Society of Anesthetists, Inc.; died November 
12, aged 62. 

Frederick Kinsman Smith, Warren, Ohio; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1883; died November 4, aged 86, of myocardial insufficiency. 

Abraham Barr Snively ® Waynesboro, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1895; at 
one time physician in charge of the Blue Ridge Mountain Sana- 
torium, Blue Ridge Summit; instrumental in the establishment 
of the Waynesboro Hospital, serving as the first surgical chief 
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Harry Clanton Woodard, Louisville, Ky.; 
Louisville Medical College, 1902; served dur- 
ing World War I; preventive clinic physician 
for the city health department; died in St. 
Joseph Infirmary November 13, aged 68, of abdominal carci- 
noma. 

Benjamin Franklin Woolery ® Louisville, Ky.; Hospital 
College of Medicine, Louisville, 1902; died November 2, aged 
66, of coronary occlusion. 

Clyde Mansford Zink, Clinton, Ind.; University of Louis- 
ville School of Medicine, Louisville, Ky., 1913; member of the 
American Medical Association; formerly mayor of Clinton and 
coroner of Vermillion County; served during World War I; 
died November 7, aged 57, of heart disease and acute nephritis. 


KILLED IN ACTION 


Kenneth Patterson Swafford, Madison, Wis.; Uni- 
versity of Wisconsin Medical School, Madison, 1942; 
served an internship at the California Hospital in Los 
Angeles; commissioned a first lieutenant in the medical 
corps, Army of the United States, on June 1, 1942; began 
active duty on Aug. 21, 1943; later promoted to captain; 
killed in action in France, July 26, 1944, aged 27. 

Rubin Evans, New York; Université de Lausanne 
Faculté de Médecine, Switzerland, 1941; served an intern- 
ship at the Israel Zion Hospital in Brooklyn; commis- 
sioned a first lieutenant in the medical corps, Army of 
the United States, on Aug. 22, 1942 and began active 
duty on Sept. 3, 1942; killed in action in Italy May 15, 
1944, aged 27. [It has been impossible to obtain a photo- 
graph of Dr. Evans.} 


27 
‘al 
5 


118 


Council on Medical Education 


The Essentials of an Acceptable School for X-Ray Techni- 
cians were adopted by the House of Delegates of the American 
Medical Association during the June 1944 session and were 


COUNCIL ON 


and Hospitals 


APPROVED SCHOOLS FOR X-RAY 


TECHNICIANS 


MEDICAL EDUCATION 


published in THE JourNAL, June 24, 1944. Yn accordance with 
these Essentials a survey was made of existing schools. The 
American Registry of X-Ray Technicians and the American 
College of Radiology have extended their cooperation in the 
formation of the Essentials and in the survey of schools. 
Although this is the first published list of approved schools, 


other training programs for x-ray technicians will be added 


when it has been determined that they fulfil the Essentials. 


APPROVED SCHOOLS FOR X-RAY TECHNICIANS 
Council on Medical Education and Hospitals of the American Medical Association 


The following schools substantially conform to the minimum 
requirements and have been approved by the Council on Medi- 
cal Education and Hospitals: 


Cali 


College 


St. Anthony’s Hospital, Denv 
St. Luke’s Hospital, Denver 


Grace Hospital, New Have 


Name and Location of School © 
CALIFORNIA 


fornia Hospital, 
of 


Los Angeles * 
Medical Evangelists, Los Angeles *................ 
Mercy Hospital, Sacramento * 


COLORADO 
Colorado General Hospital, ga 


CONNECTICUT 


New Haven Hospital, New Haven *... 


GEORGIA 
Crawford W. Long Memorial Hospital, Atlanta.............. 
Georgia Baptist Hospital, Atlanta... 
Grady Memorial Hospital, Atlanta te 
Piedmont Hospital, Atlanta 


IDAHO 


St. 


St. Joseph's 


Luke's Hospital, Bo 


ILLINOIS 


Edgewater Hospital, Chicag 


Eng 


lewood Hospital, Ch 


ica 
Evangelical Hospital, 


Michael Reese Hospital, 
Mount Sinai Hospital, Chica 


Norwegian-American Hospital, 


St. Bernard's Hospital, 


St. George Hospital, 


St. 


St 
Methodist Hospite!l, Gar 


Swedish Amerie 


Luke’s Hospital, 


eee 


INDIANA 
. Catherine's Hospital, East 
a 


St. Anthony’s Hospital, Terre Haute. 


+ 9g Hospital, Cedar Rap 
Luke's Me thodist Hospital, Cedar 


Hospitals, lowa Cit 
St. 


al, "Chica 


Joseph Mercy Hospital, Sioux 
KANSAS 


University of Kansas School of Medicine, Kansas City...... ‘ 


St. 


st. 


Mary's Hospital, Duluth 


Swedish Hospital, pol 
of Minnesota Hospliais, Minneapolis * 
Hos: 


Bet 
Charles 


Lawrence 


LOUISIANA 
Shreveport Charity Hospital, Shreveport *...............+++6. 


MASSACHUSETTS 


ospital, Sprin 


Lawre 


MICHIGAN 
Leila, x. Post Montgomery Detroit. Battle Creek........... 
Mt. 


rmel Mercy 


Mary" s Hospital, Detroi 


MINNESOTA 
. Luke’s Hospital, Duluth......... 


General Hospital, 
s Hospital, Pittsfield 
Merey H 


gfie 
Vincent’ s Hospital, 


Minne 


T. Mi 


tal, St. 
r Hospital, St. Paul * 
St. Joseph’s Hospital, St. Paul * 


Length of Maxi- 
Training mum Certificate, 
; in Enrol- Diploma, 
Entrance Requirements Months ment Classes Begin Tuition Degree 
High schoo! graduate 24 6 Jan., July $ 50 Diploma 
High school graduate 12 6 Every 2 mos. 100 Certificate 
High school graduate 2 4 Jan., July one Diploma 
1 year college 12 6 Every 2 mos. None Certificate 
High school graduate 12 4 Varies None D.ploma 
High scnoo! graduate 12 2 Varies None Certificate 
High school graduate 12 6 Quarterly None Certificate 
High school graduate 12 2 Varies None Certificate 
2 years college 12 3 Varies None Certificate 
2 years college 12 2 Varies None Certificate 
od ae graduate 12 3 Every 4 mos. None Diploma 
1 ye 12 2 Varies None Certificate 
High ' nee graduate 12 6 Varies None Certificate 
1 year college or R.N. 12 2 Fall and Spring $100 Diploma 
1 year college 15 2 June None Certificate 
High school graduate 18 2 Jan., Aug. $150 Certificate 
Registered nurse 12 2 . Fall and Spring None Diploma 
High school graduate 12 3 Varies None Diploma 
High school graduate 12 6 Every 6 mos. $100 Diploma 
1 year co 2 3 Every 6 mos None Certificate 
1 year colle 12 3 Every 6 mos None Certificate 
2 years college or R.N. 18 4 April, Oct None Certificate 
High school graduate 12 6 an., June None Certificate 
1 year college 24 2 Fall and Spring None Diploma 
1 year college l 3 Every 6 mos. vone Certificate 
1 year college 12 3 Every 6 mos. None Certificate 
2 years college or R.N. 18 9 Varies Diploma 
igh school graduate 24 3 Varies None Certificate 
High school gradua 18 4 Jan., May, Sept. None Jertifieat 
High school graduate 12 2 pt. $100 Certificate 
High school graduate 12 3 Fall and Spring $25 Certificate 
High sehool graduate 18 2 u None Certificate 
2 years college 12 4 Quarterly ate 
High school graduate 12 6 Quarterly #100 Diploma 
High school graduate 12 2 Jan., July None Diploma 
2 years college or R.N. 12 2 June, Sept. Certificate 
2 years college 16 2 Jan., June None Certificate 
2 years college 12 +4 une None Certificate 
High school graduate 12 9 Jan., May, Sept. None ficate 
High school graduate 24 2 March None Diploma 
College grad. or R.N. 12 6 Jan., July None Certifleate 
lyr. coll, or 2 yrs. nursing 18 5 Varies None Dipl. & Cert. 
2 years college or R.N. 12 3 Varies OG. cetactencte 
High school graduate 12 2 Feb., Sept. 
High school graduate 12 2 May, Dec. None Diploma 
High school graduate 2 2 March, Oct. None Diploma 
High school graduate 12 2 Feb., Sept. None Certificate 
High school graduate 24 i Jan., July None Certificate 
2 years college 24 6 Quarterly $100 Cert. & B.S.* 
High school 6 Sept. $125 Diploma 
High school graduate » 12 4 Jan., July None Cert. & B.S 
2 years college or R.N. R 4 arch, Sept. None Diploma 
High schoo! graduate 4 April, Oct. None Certificate 
2 years college Pe 6 Every 2 mos $125 Certificate 
2 yrs. college or nursing ® 12. 12 Monthly Univ. fees Cert. or B.S 
High school graduate 4 Varies None Certificate 
ool graduate 12 4 Varies None Diploma 
High school graduate 12 2 Va None 


Augustana I 
Chicago Memorial 
Proctor Hospital, Peoria.... 
Hospital, Rockford *.. 
an Hospital, Roekford 
St. 
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APPROVED SCHOOLS FOR X-RAY TECHNICIANS—Continued 
Council on Medical Education and Hospitals of the American Medical Association 


Length of Maxi- 


Training mum Certifieate, 
in Enrol- Diploma, 
Name and Location of School Entrance Requirements Months ment Classes Begin Tuition Degree 
Research Hospital, Kansas Cit yr. coll. or2 yrs. nursing 12 6 , July None Certificate 
St. Luke's Hospital, Kansas City .. High school graduate 4 Quarterly $25 Certificate 
De Paul Hospital, St. High school graduate 12 2 $150 a 
St. Louis University ‘School of Nursing, St. Louis *..... ..... High school graduate 4 yrs. os } semester $250 yr. Dipl. & B.S. 
NEBRASKA 
Creighton Memorial St. Joseph’s Hospital, Omaha............ | High school graduate 24 4 Sept. $200 Certificate 
University of Nebraska College of Medicine, Omaha 09 Séc en . High school graduate 12 2 Jan., July $75 Certificate 
Mary Hitcheock Memorial Hospital, years college or R. N. 12 2 Jan., July $50 Certificate 
Laconia Hospital, Laconia . lyr.coll.orlyr. nursing 12 5 Varies None Certificate 
NEW JERSEY 
Jersey City Medical Center, Jersey City *............ seeeeesee High school graduate 12 8 Varies None Certificate 
YORK 
Albany Hospital, Albany *..................cecceeececcucececs . High school graduate 24 3 Sept. $7004 Certificate 
Edward J. Meyer Hospital, Buffalo High school graduate 24 6 Jan., July $25 BS. 
New York Hospital, New York High school graduate 18 18 April, $700¢ Diploma 
NORTH CAROLINA 
Duke University School of Medicine, Durham *.............. . College degree or R.N. 12 3 Every 4 mos. $25 Dipioma | 
NORTH DAKOTA 
Trinity Hospital, Minot *,............. .. 2 years college or R.N. 12 2 Feb., Sept. None 
OHIO 
City Hospital, Akron *............6...cceeceee evtneuhadee theese High school graduate 12 4 Quarterly None Diploma 
City Hospital, Cleveland *.................. High school graduate R 6 Every 2 mos, $100 
Mount Sinai Ho High school graduate 12 2 March, Oct $100 Dipl. & Cert. 
University Hospitals, Cleveland . High schoo! graduate 8 Every 6 wks. $100 
Miami Valley Hospital, Dayton High school graduate r 3 Quarterly None Certificate 
Huron Road Hospital, East omieds* incense whaler ..... High school graduate 12 2 Jan., Juiy $100 Diploma 
Youngstown Hospital, Youngstown.................... cwes tad 1 year college 12 3 Varies None Certificate 
OKLAHOMA 
St. ‘ieee s Hospital, Oklahoma City. shesebansdehai «sseeee High school graduate 12 2 Fall and Spring None Certificate 
University Hospitals, Choke High schoo! graduate 12 2 Varies None Certificate 
St. John’s Hospital, Tulsa * Sereghes cons saqeseeseseeréees High school graduate 24 2 Varies None Certificate 
OREGON 
University of Oregon Medical School, Portland *............... High school graduate 12 8 Varies None Certificate 
PENNSYLVANIA 
Geo. F. Geisinger Memoria] Hospital, Danyille*............. . High school graduate 12 - July None Certificate | 
Fitzgerald-Mercy Hospital, High school graduate 12 2 July, Dee, None Certificate 
Conemaugh Valley Memorial Hospital, Johnstown........... Registered nurse 12 3 Sept. None Certificate 
Graduate Hosp. of the Univ. of Pennsylvania, Philadelphia * High school graduate _ 24 6 Varies $150 Certificate 
Hospital of the University of Pennsylvania, Philadelphia *. College graduate or R.N.& 12 © 15 Sept. $125 Certificate 
Jefferson Medical College Hospital, Philadelphia........ scan High school graduate 24 10 Jan., July None Certificate 
Philadelphia General Hospital, Philadelphia.................. High school graduate 14 30 Feb., Sept. None Diploma 
Wilkes-Barre General Hospital, Wilkes-Barre *.............. .. High school graduate 12 t Every 6 mos. None Certificate 
SOUTH CAROLINA 
Tuomey Hospital, Sumter  lyear college 12 2 Varies $50 Dipl. & Cert. 
TENNESSEE 
Knoxville General Hospital, Knoxville........................ . High school graduate 2 2 Jan., July None pce sa 
Meharry Medical College, Nashville *.....................0.... 2 years college mM: 2 Every 9 mos. $75 yr. Certificate 
TEXAS 
Hotel Dieu Hospital, 1 year college or R.N. 12 4 June, Sept. $10 te 
Baylor University Hospital, Dallas.. 2 years college 4 Jan., June $100 Certifieate 
Parkland Hospital, Dallas High schoo! graduate 12 6 Every 6 mos, None Certificate 
St. Paul’s Hospital, Dallas High school graduate 12 4 eb., Aug. None Certificate 
. University of Texas School of Medicine, Galveston *........ . High sehool gradnate 12 Ls} Quarterly $10 Certificate 
St. Joseph’s Infirmary, Houston..............cccccceecceeeeee - High school graduate 24 4 Every 6 mos, None Certificate 
VIRGINIA 
Medical College of High school graduate 12 4 Varies None 
St. Luke’s Hospital, Richmond... High school graduate 12 2 Jan., July 
WEST VIRGINIA 
Kanawha Charleston. 3 High school graduate 1 Fall None Certificate 
MeMillan Hospital arleston,...... dbs High school graduate R 1 Nov. None Diploma 
St. Francis Hospital Charleston High school graduate 12 1 Fall None Certificate 
WISCONSIN 
Madison General Hospital, Madison *.....................655 . High school graduate 2 3 Every 4 mos, None Certificate 
University of Wisconsin Medica 1 School, Madison *........... High school graduate l 16 Every 6 wks. Univ. fees Certificate 
Columbia Hospital, Milwaukee...................00005 ssseeeeeee High school graduate 24 3 Varies None Diploma 
Mount Sinai Hospital, Milwaukee Gocévvdes cdaseavs eriteceehes 1 year college 12 4 Quarterly $200 Diploma 
St. Joseph’s Hospital, .. High 24 Quarterly $25 Certificate 


* Male students are admitted. 

a. Degree from Merev College, Detroit. 
b. Students working for B.S. degree are required to spend three years at Hamline University, St. Paul, end one year at poreen. 
ce. High school graduates enrolled in degree course spend three years at University —d jitaansete and one eet at hospit al. 
d. Students are paid a monthly stipend of $25 for second six months and $50 a month during second ye 
e. High school graduates enrolled in degree course spend three years at the University rol Buffalo and am ‘anee at hospital. 

ing second six months students receive a stipend of $25 a month and in last six months, $56 a month. 

g. High school graduates accepted for twenty-four months’ training; “tuttion, $150, 
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Correspondence 


IDENTICAL TWINS 


To the Editor:—In an editorial comment in THe JourNat, 
Dec. 2, 1944 you call attention to a highly interesting observa- 
tion on the Giles identical twins, namely the remarkable resem- 
blance to each other in the successive steps of their intellectual 
development and accomplishment. To a geneticist this informa- 
tion is certainly of interest. I wish to add to the striking 
resemblance in all such cases of normal life instances in patho- 
logic life of identical twins. 

In a contribution presented at the May 1925 meeting of the 


Philadelphia Psychiatric Society (Am. Med. 20:603 [Oct.] » 


1925) I submitted in great detail records of two pairs of twins. 
Briefly, one group consisted of two brothers who showed equal 
intellectual ability. At the age of 19 one commenced to show 
signs of psychotic disorder, namely negligence at work, parox- 
ysms of violent anger, sleeplessness, then carelessness with 
regard to his clothes, gradual loss of interest in everything and 
finally hypochondriacal delusions with hallucinations. 

His brother at about the same time developed at first a state 
of depression and became very irritable, apathetic and indolent. 
Soon he became delusional and hallucinatory. The condition of 
the two brothers remained unaltered for eight months. Both had 
short periods of remission but no complete recovery. 

The second pathologic example of identical twins concerned 
two sisters. At the age of 10 and 14 they had short periods of 
mental depression. At the age of 18, following the death of 
their father and because of inability of the mother to support 
them, they were sent away, each to a different relative. In 
about a year one began to show signs of depression, which at 


times would become so profound that attempts at self destruc- 


tion were made. The sister, after a period of eighteen months, 
showed also signs of depression alternating with periods of 
maniacal excitement. Neither of the two made a complete 
recovery. 

The two examples of pairs of identical twins in vatliiliieis 
states, the first in dementia precox, the second in manic-depres- 
sive psychosis, are impressive, demonstrating the fact that resem- 
blance may be not only of a morphologic but also of a morbid 
psychologic character. Emphasis may be laid on the fact that 
similar physical organizations of the nervous system may lead 
to similar pathologic disorders. The occurrence of such a deep 
parallelism speaks strongly in favor of single ovum twins, espe- 
cially when the two are of the same sex. We are dealing here 
either with an intrinsically abnormal ovum or with a normal 
ovum fertilized by an abnormal spermatozoon by division. From 
the genetic standpoint identical twins are indeed the same indi- 


HERNIATION OF INTERVERTEBRAL DISKS 


To tke Editor:—I am writing to ask that proper credit be 
given for the manipulation treatment described and illustrated 
in my article on “Diagnosis of Herniation of Lumbar Inter- 
vertebral Disks by Neurologic Signs” in the December 2 issue 
of Tue Journat. In my article Dr. Abts was quoted as say- 
ing that the method was not original but the reference could 
not be found. Since publication, a letter from Dr. B. S. Troeds- 
son of Orange, N. J., has called my attention to his presentation 
of this method in the Archives of Physical Therapy, X-Ray, 
Radium (18:10 [Jan.] 1937) titled “Lumbosacral Desangeanent 
and Its Manipulative Treatment.” 


J. Jay KEEGAN, MLD. Omaha. 


AND LICENSURE 


}; A. M. A, 
an. 13, 1945 


OIL BURNER FUMES AND CANCER 
OF THE LUNG 


To the Editor:—Apropos of the editorial comment in Tue 
JournaL November 25 (p. 838) I have tried to obtain data on. 
the possible contribution of oil burner fumes to cancer of the 
lung. It seems unquestionable that such form of cancer is 
increased, leaving, of course, aside the old question of Bloodgood 
as to whether better diagnosis is involved, but the significant 
rise in such diagnoses invites one to try to correlate such factors 
as newer sources of carcinogenic materials. The suggestion that 
tar used on the highways has been an ever increasing source of 
such substances is scarcely valid for two reasons: (1) the use 
of tar is decreasing each year; (2) increase in lung cancer has 
occurred among Canadians living far from roads on which tar 
is used. Whether any one has given attention to oil burner 
fumes, poured in immense amounts into our atmosphere, is the 
question. The use of crude oil has increased and combustion is 
incomplete. It is a possible valid suggestion. 


Wirurow Morse, Pu.D., New York. 


PENICILLIN: A FORECAST FORTY- 
ONE YEARS BEFORE! 


To the Editor:—The following extract is a curious illustra- 
tion of this, and also of the fact that the practical usefulness of 
an observation depends on its practical use! In Pfliiger’s Archiv 
of 1888, volume 43, there is an “arbeit” by Max Bierfreund, 
working on rigor mortis in the Physiologic Institute of Kénigs- 
berg in Prussia, under the inspiration of L. Hermann. One of 
his points was that the resolution of the rigor is not due to 
putrefaction. As an evidence he cites an instance of rabbit 
muscles which gave no sign of putrefaction after six to eight 
days, and in explanation he remarks (page 212) “Mold fungi, 
which flourish excellently on acid mediums, appeared on the 
muscles on the second day and multiplied so rapidly that the 
muscles were soon enveloped as by. a white mantle. The mold 
fungi, in their turn, had prevented the development of putre- 


factive organisms.” 
Toratp SottmMann, M.D., Cleveland. 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND - MEETINGS 


BOARDS OF MEDICAL EXAMINERS 
BOAROS OF EXAMINERS IN THE BASIC SCIENCES 
Examinations of the boards of medical examiners and board of exam- 
iners in the basic sciences were published in Tue Jourwat, December 30, 


page 1168 
NATIONAL BOARD OF MEDICAL EXAMINERS 
NATIONAL Boarp oF Mepicat Examiners: Part I. Various centers, 
Feb. 19-21. Part Ill. Boston, Jan. 23-2 Exec E. S. 
Elwood, 225 S. St., Philadelphia. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN Board OF DERMATOLOGY AND New York, 
{une 8-9. Final date for filing application is March 12. Sec., Dr. George 

. Lewis, 66 E. 66th St., New York 21. 

AMERICAN Boarp oF Surcery: Spring. Final 
tor fling application is Feb. Sec., Dr. Paul C. Bucy, 912 S. Woo 
St., Chicago 12. 

BoarD oF AND GyNeEcoLocy: Writ Part I. 
aS centers, Feb. 3. Sec., Dr. Paul Titus, 1015 Highland Bldg. 

ittsburgh 


AMERICAN Boarp OF OTOLARYNGOLOGY: 
date for hling application is March 1, Chicago, Oct. Sec., Dr. 
ierle, University Hospital, lowa City, I 
filing application 19. Sec., Dr. C. 
S.W., Rochester, Minn. 

AMERICAN Boarpv oF RapioLocy: Oral. York, June 3. Final 
date for gpoticaticn is May 1. Sec., Dr. B. R. Kirklin, 102-110 
Second Rochester, Minn, 

CAN Boarp or SurGery: Various centers, March 20. Final Yate 
oy fling soplication is Jan. 15. Sec., Dr. J. S. R , 225 S. Fifteenth 


New 5-8. Final 
6. Dean 


19-20. Final date for 
115% First Ave., 


, Philadelphia 
Boarp or Urorocy: Oral. Feb. 19-22. Sec., 
Dr. G, J. ‘Thomas, 1409 Wiilow St., Minneapolis 4. 
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Workmen’s Compensation Acts (West Virginia) : Com- 
pensability of Silicosis.—Staples was employed for about 
twelve years in four different mines operated by the employer 
and was inducted into the United States armed forces in May 
1942. He was discharged from service about seven and a half 
months later suffering from silicosis. He was advised that he 
should not work in a mine and secured other employment. He 
instituted proceedings under the workmen’s compensation act of 
West Virginia, alleging that the silicosis from which he was 
suffering was contracted from his previous employment. The 
compensation commissioner of West Virginia made findings on 
the nonmedical questions involved in the case and referred the 
matter, so far as the medical aspects were concerned, as is 
required by the workmen’s compensation act, to the silicosis 
medical board, which, after examination and _ investigation, 
reported findings and conclusions to the commissioner, who 
then made an award for silicosis in the second stage. The 
stages of silicosis compensable under the West Virginia com- 
pensation act are defined therein as follows: 

“An employee shall, for the purposes hereof, be deemed to have 
silicosis: (1) In the first stage when it is found by the commissioner 
that the earliest detectable specific signs of silicosis are present whether 
or not capacity for work is or has been impaired by such sificosis; 
(2) In the second stage when it is found by the commissioner that definite 
and specific physical signs of silicosis are present, and that capacity for 
work is or has been impaired by that disease; -” (Acts, 1935, 
chapter 79, section 7). 


The employer made timely objections to the findings and the 
award, and a hearing was held on those objections. At that 
hearing it appeared that the claimant suffered from shortness 
of breath, asthmatic sounds in his chest and limited chest expan- 
sion. A roentgenogram of his chest showed nodular formations 
in the middle two thirds of his lungs. One member of the 
silicosis medical board testified that he believed that silicosis in 
any stage impaired the capacity to work in a person suffering 
from that disease. The two other members of that board testi- 
fied that their examination demonstrated physical signs of sili- 
cosis in the second stage, one of those physicians indicating that 
he relied entirely on the condition of the lungs as shown by 
the roentgenogram. Two physicians, who had examined the 
claimant and who were called on behalf of the employer, testified 
that the claimant was suffering from first stage silicosis rather 
than from the second stage of that disease, basing their conclu- 
sion on roentgenographic examination and their inability to 
demonstrate an impairment of the claimant’s capacity to work. 
The commissioner affirmed his former finding, and on appeal 
the workmen’s compensation appeal board affirmed the order of 
the commissioner. The employer then appealed to the Supreme 
Court of Appeals of West Virginia. 

The employer contended that there was no evidence adduced 
at the hearing to justify the board’s findings, arguing that there 
were no definite and specific physical signs of silicosis shown 
unless the roentgenographic examination may be so considered 
and that there was no showing of impairment of the claimant’s 
capacity to work. The employer inveighed against the use of 
a roentgenogram as sufficient to show the “definite and specific 
physical signs” of silicosis as required by the statute quoted. 
We do not agree with that contention, said the court. The 
x-ray is of great value in medical science and affords a basis 
for a reasonably definite diagnosis of certain diseases with which 
persons are afflicted. The court then went on to discuss pro- 
visions in the compensation act relating to the use of x-ray 
when a claim for compensation for silicosis is made. An appli- 
cant for benefits for disablement from that disease, the court 
continued, by statute must submit to examination by x-ray, if 
required by the silicosis board (Acts, 1935, chapter 79, section 
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13). Reports of examination by x-ray made by physicians act- 
ing on behalf of a claimant or his employer, if in possession 
of either or under his control, are required to be produced as 
evidence on reference to the board, and the board is required to 
file such reports with the commissioner (ibid., sections 13 and 
14). It is quite clear from a casual reading of the statute that 
the legislature attached importance to the use of x-ray in ascer- 
taining whether a claimant for benefits on account of a silicotic 
condition is actually suffering from that disease. The use of 
X-rays in examination of persons allegedly suffering from sili- 
cosis is indicated by the following excerpt from Attorneys’ 
Textbook of Medicine, ed. 2, Gray, at page 1068: 
The changes within the lung upon inhalation of minute silica particles, 


due to their destructive action, may best be demonstrated during life by 
the x-ray. 


The use of the x-ray to determine the condition of the internal 
organs of living persons is a means to an end rather than the 
end itself. The roentgen photographs obtained by the use of 
such rays is a portrayal of the physical condition, which become 
definite and specific physical signs to a person experienced and 
learned in the science of roentgenology. Without taking the 
statutory definition into consideration, continued the court, there 
is convincing evidence in the record that from a pathologic 
standpoint there is a marked difference in the appearance of the 
lungs of a person suffering fromm silicosis in the first stage and 
that of a person suffering from that disease in the second stage. 
It suffices to say that the x-ray examination of the claimant 
demonstrates definite and physical signs of silicosis in its second 
stage, but the second statutory requirement relating to the 
impairment of capacity to work does not appear from such 
examination, nor does it necessarily follow that such impair- 
ment exists by reason thereof. However, we believe that suf- 
ficient definite and physical signs of silicosis may, in some 


instances, appear from an x-ray examination and show the 


disease as sufficiently advanced that impairment of working 
capacity is clearly indicated. Such, however, is not the case 
here. There is no convincing evidence that the claimant's 
capacity to work was impaired. There was no evidence as to 
lack of energy, lassitude, serious shortness of breath or other 
physical impairment. It is true that all members of the board 
testified that in their opinion claimant’s capacity to work was 
impaired. One member stated that in his opinion a person 
suffering from any stage of silicosis suffered such impairment. 
The other two members of the board gave a generalized opinion 
that claimant’s capacity to work was impaired, basing their 
opinion on the condition of claimant’s lungs as disclosed by 
the roentgenogram. On the other hand, there is positive, une- 
quivocal testimony by the two physicians called for the employer 
that the employee suffered no impairment in his working capac- 
ity. We do not mean to say or imply that impairment of work- 
ing capacity cannot be shown solely by a roentgenogram, but 
we are constrained to say that such impairment must be shown 
to be substantial and practical rather than slight and theoretical. 
It is probably correct from a scientific standpoint to say that 
any ‘disease in its earliest stages diminishes the working capacity 
of the afflicted person, but we think that when measured by 
the plain import of the statute such capacity as may have been 
possessed by a person prior to the onset of the disease must be 
so lessened that the afflicted person is in a measure disabled — 
from doing the work he was theretofore capable of doing. The 
statute, obviously, does not require that a person be totally dis- 
abled from doing any work, but it must appear that claimant's 
capacity for work is or has been actually impaired in such a 
degree as to lessen his ability to perform the duties incident to 
ordinary work. The impairment of claimant’s capacity to work 
is not shown in the record, since there is no sufficient factual 
premise for the conclusion stated by the members of the silicosis 
medical board that there was an impairment of capacity. 

The court accordingly reversed the award of compensation 
and remanded the case for the production of further evidence 
with respect to the impairment of the claimant’s capacity to 
work.—Staples v. State Compensation Commissioner, 31 S. E. 
(2d) 433 (W. Va., 1944). 
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Titles marked with an asterisk (*) are abstracted below. 


Alabama State Medical Assn. Journal, Montgomery 


14:85-108 (Oct.) 1944 


Chronic Bronchitis in Aged. F. Alison.—p. 85. 

Preliminary Report of Blood Testing, as Required by Alabama Law in 
First Three Counties Surveyed. W. H. Y. Smith, D. G. Gill and 
S. R. Damon. —P. 86. 

Medical Education in Alabama and Mississippi. S. Harris.—p. 93. 

Sterility, with Special Reference’ to Gynecology. T. J. Payne Jr.—p. 96. 

ar Therapy for General Practitioner. E. R. Nodine.—p. 98. 


American Journal of Diseases of Children, Chicago 
68:231-300 (Oct.) 1944 

Completely Supplemented Evaporated Milk and Its Use as Food for 
Infants. E. V. McCollum and W. Grubb.—p. 231 

*Bactericidal Action of Penicillin on Bacteria Commonly Present in 
Infections of Urinary Tract, with Especial Reference to Streptococcus 
Fecalis. H. F. Helmholz and C. Sung. —?P. 236. 

Roentgenographic Appearance of Esophagus in Normal Infants. 
win, Eleanor Galenson and B. E. LeVine.—p. 243. 

Role of Hemoagglutinins Anti-A and Anti-B in Pathogenesis of Jaundice 
of Newborn (Icterus Neonatorum Precox). I. Halbrecht.—p. 24 

Better Help for Speech Beginnings. Edna Hill-Young.—p. 250. 

Bone Marrow as Alternate Route for Transfusion in Pediatrics. 
Reisman and I. A. Tainsky.—p. 253 


H. Bak- 


H. A. 


Reserves, Absorption and Plasma Levels of Vitamin A in Premature 


Infants. T. H. Henley, Margaret Dann and W. R. C. Golden.—p. 257. 
Convulsions Experimentally Produced in Dogs. H. M. Keith, H. E. 

Essex and C. F. Schlotthauer.—p. 265. 

Bactericidal Action of Penicillin on Bacteria Present 
in Urinary Infections.—Helmholz and Sung point out that 
penicillin appears in much higher concentrations in urine than 
in any other body fluids: its. concentration in the blood never 
approaches that found in the urine. With a normal renal func- 
tion an output in the urine of 58 per cent of the 40,000 to 
100,000 units of injected penicillin a day should give a concen- 
tration of from 20 to 60 units per cubic centimeter in the urine. 
In view of these high concentrations attainable in the urine, it 
would seem logical to infer that penicillin would be an ideal 
urinary antiseptic. The authors describe in vitro studies on the 
bacterial flora encountered in infections of the urinary tract. 
Thirty strains of Streptococcus fecalis, 39 strains of Escherichia 
coli, 13 strains of Proteus ammoniae, 18 strains of Aerobacter 
aerogenes, 3 strains of Pseudomonas aeruginosa and 11 strains 
of Staphylococcus aureus, all originally isolated from the urine 
of patients with various infections of the urinary passages, were 
employed in these experiments. It was found that for Str. 
fecalis a concentration of 3 Oxford units of penicillin per cubic 
centimeter of urine is bactericidal; for Pr. ammoniae 8 units 
per cubic centimeter of urine is the minimal bactericidal con- 
centration of penicillin; for Esch. coli there seems to be a line 
of demarcation between the resistant and the susceptible strains 
at a level of 30 Oxford units of penicillin per cubic centimeter 
of urine. A. aerogenes and Ps. aeruginosa are very resistant 
to the action of penicillin. Staph. aureus has served satisfac- 
torily in this investigation as a control for the other organisms 
under study as to their respective resistance and susceptibility 
toward the action of penicillin. The growth of this organism 
itself is inhibited at a concentration of 0.033 Oxford unit of 
penicillin per cubic centimeter of urine. The bactericidal action 
of penicillin at the low level of its concentration in urine presents 
therapeutic possibilities for the treatment of infections due to 
Staph. aureus, Str. fecalis and P. ammoniae. The resistance 
of Esch. coli, A. aerogenes and Ps. aeruginosa to penicillin prac- 
tically rules it out as a means of treating these infections. 
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American Journal of Ophthalmology, Cincinnati 


27:1063-1192 (Oct.) 1944. Part 1 


Effect of Chemotherapeutic Agents on Cell Division and Healing of 
Corneal Burns and Abrasions in Rat. G. K. Smelser and V. Ozanics. 


—p. 

Backflow Phenomena in Aqueous Veins of Normal and of Glaucomatous 
Eyes. K. W. Ascher.—p. 1074. 

Macula-Wedge Scotoma a Prognostic Index in Glaucoma. J. N. Evans. 
—p. 1090 


Epithelial Tumors of Iris. Mary Knight Asbury.—p. 1094. 
Trachoma. W. G. Forster and J. R. McGibony.—p. 1107. 
Reactivity of Ocular Tissues to Wetting Agents. K. C. Swan.—p. 1118. 
Recession of Trochlea for amen Action of Superior Oblique Muscle. 
L. Hughes.—p. 112 
Congenital Retinal Folds: Dice of 2 Cases. D. Guerry III.—p. 1132. 
Divergence Excess Considered as Anomaly of Postural Tonus of Mus- 
cular Apparatus. A. Posner.—p. 1136. 


27:1-44 (Oct.) 1944. Part 2 


Concerning Relations of Developing Optic Nerve to Recessus Opticus 
and Hypophysis in Young Fetuses: Study of 7 Human Fetuses 4 mm. 
to 40 mm. Inclusive. H. C. Haden.—p. 1 


Archives of Internal Medicine, Chicago 


74:235-310 (Oct.) 1944 
Effect of Hypothermia oh Heart Rate, Arterial Pressure and Electro- 

cardiogram of Rat. J. M. Crismon.—p. 235. 

*Renal Amyloidosis. O. Auerbach and M. G. Stemmerman.—p. 244. 

*Gelatin as a Substitute for Plasma: Observations on Its Administration 
to Human Beings. S. D. Jacobson and C. J. Smyth.—p. 254. 

Principles Underlying Studies of Nutrition Pertaining to Influence of 

Supplements on Growth, Physical Fitness and Health. H. D. Kruse 

and others.—p. 258. 

Infectious Diseases: Tenth Annual Review of Significant Publications. 

H. A. Reimann.—p. 280. 

Renal Amyloidosis.—In their study of 379 cases of renal 
amyloidosis Auerbach and Stemmerman observed that the con- 
dition generally develops as part of a generalized process in 
which there is also involvement of the spleen, the liver and the 
adrenals. In the majority of cases the extent of the amyloid 
involvement of the kidneys lags behind that of the liver and 
spleen. Most persons in whom renal amyloidosis develops die 
of the underlying disease, which in most instances is tuber- 
culosis. Thus a large proportion of patients with amyloidosis 
show at necropsy only a minimal or moderate renal involvement. 
The amyloid process continues for a long period in relatively 
few cases and it is in these long-standing processes that renal 
insufficiency usually develops. These patients often succumb not 
to the underlying disease but to uremia. During progressive 
deposition of amyloid the typical clinical picture of nephrosis 
develops in a number of patients. In the early stages of renal 
amyloidosis there are often no signs or symptoms which would 
lead one to diagnose the condition. Since the deposition of 
amyloid in the liver and spleen is usually more advanced, clini- 
cal observation of hepatomegaly or splenomegaly may lead one 
to suspect generalized amyloidosis. The authors found hepato- 
megaly and splenomegaly in only one third of their patients 
and do not consider these signs reliable aids in establishing the 
diagnosis. In cases of minimal and usually in cases of moderate 
renal amyloidosis the signs and symptoms of renal involvement 
first lead to the diagnosis. Observations by the authors sub- 
stantiate the statement of Altnow, Van Winkle, Maly and Wil- 
liams that if in the course of tuberculosis both albumin and 
casts appear in the urine in considerable amounts a diagnosis 
of renal amyloidosis may be entertained. Diminished urinary 
concentration is almost always present when albumin and casts 
appear in the urine. The loss of albumin in the urine causes a 
decrease in the total amount of protein in the blood, a change 
observed almost without exception in cases of advanced renal 
amyloidosis. With this reduction there is a tendency toward 
inversion of the albumin-globulin ratio. Edema and the reten- 
tion of waste products of the metabolism usually appear within 
the final month of life and together constitute an extremely bad 
prognostic sign. Whether or not the patient succumbs to 
amyloid uremia depends on the patency of the glomerular cap- 
sular space. When this has been obliterated by depositions of 
amyloid, death from uremia is inevitable. 

Gelatin as a Substitute for Plasma.—Jacobson and Smyth 
administered intravenously a 5 per cent solution of purified 
bovine osseous gelatin to 45 normal persons and to 50 patients 
in shock. Gelatin solution increased effectively the plasma 
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volume for at least twenty-four hours in persons not in shock 
or suffering from any cardiovascular disease. Approximately 
80 per cent of the injected gelatin was recovered from the urine 
in forty-eight hours. There was no evidence to indicate that 
gelatin solution administered intravenously was metabolized. 
The increases in plasma volume which occur after infusions of 
gelatin solutions compare favorably with those observed follow- 
_ ing intravenous injections of pectin solution and are greater 
than those which follow intravenous crystalloid infusions. Clini- 
cal experience with the 50 persons who were in shock indicates 
that gelatin solution effectively increases the plasma volume and 
thereby corrects the major circulatory defect in this condition. 
The authors believe that gelatin fulfils many of the essential 
requirements of a substitute for human plasma and warrants an 
extensive clinical trial in the treatment of shock. 


Bulletin New York Academy of Medicine, New York 
20:515-554 (Oct.) 1944 
Recent Experiences with Penicillin in Treatment of Surgical Infections. 
F. L. Meleney.—p. 


Physiologically Directed Therapy in Treatment of Intractable Bronchial 
Asthma. A. L. Barach.—p. 538. 


20:555-598 (Nov.) 1944 
Practical Management of Hypertension. M. B. Rosenbliith.—p. 557. 
Sequelae and Complications of Convulsive Shock Therapy. B. L. Pacella. 


*Amicrobic Pyuria. E. N. Cook. —p. 588 


*Biologic Differentiation of Benign and Malignant Growths. 
5. 


H. S. N. 
Greene.—p. 59 


Amicrobic Pyuria.—Cook stresses that in the presence of 
an infection of the urinary tract the site of the infection must 
be established. He and his colleagues have seen a number of 
women patients who have been taking mandelic acid or one of 
the sulfonamides to the point of tolerance in an effort to eradi- 
cate an infection of the bladder and kidneys which did not exist. 
These patients have burning and frequent urination and pus in 
the urine. It often is found that only voided specimens of urine 
were examined, and when a catheterized specimen is examined 
it is entirely free of pus or organisms. Local treatment usually 
relieves the existing urethritis. When females have pyuria or 
other symptoms of urinary infection a specimen of catheterized 
urine must be examined and when males have these symptoms 
the two glass test of urine should be done routinely before 
treatment is instituted in order to determine whether the infec- 
tion involves the kidneys, ureters or bladder. Simple Gram’s 
staining of the urinary sediment should be done in every sus- 
pected case. Examination of slides after Gram’s staining will 
divide the cases into those with demonstrable organisms and 
those without demonstrable organisms. Physicians have been 
taught that sterile or amicrobic pyuria is-indicative of a tuber- 
culous infection of the urinary tract. This is the usual cause 
but it does not account for all such cases. Because of the 
occasional difficulty in finding the tuberculous organisms in 
stained slides of urine and the length of time required to carry 
out the guinea pig test, a tentative diagnosis of tuberculosis is 
made. Failure to find certain clinical signs of tuberculosis of 
the urinary tract should tend to exclude this condition even 
before the laboratory reports are received. Cystoscopic find- 
ings in cases in which nontuberculous, sterile pyuria is present 
are a reduced vesical capacity, extreme irritability and diffuse 
involvement of the vesical mucosa with redness, edema and at 
times ulceration. The chemotherapeutic compounds that are so 
efficacious in combating the ordinary infections of the urinary 
tract are of little value in the treatment of amicrobic pyuria. 
Local treatment gives only palliation, but the intravenous admin- 
istration of arsenical compounds is almost specific. The author 
makes a plea for the appreciation of the part which foci of 
infection play in many of these cases. Permanent cure will 
frequently be impossible unless existing foci are eradicated. 
The teeth, tonsils, prostate gland and uterine cervix are the 
most common foci. 


Biologic Differentiation of Benign and Malignant 
Growths.—Greene states that in his laboratory spontaneous 
cancers of the breast and of the uterus have occurred in the 
rabbits with the greatest frequency. A characteristic feature of 
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these cancers is a well defined developmental history. They do 
not arise as a sudden transition of normal cells but represent 
the final step in a progressive developmental process during the 
course of which the primary neoplastic focus passes through 
successive stages of anaplastic cellular change, local tissue inva- 
sion, foreign tissue invasion and eventually metastasis. Trans- 
plantation experiments utilizing the anterior chamber of the eye 
as an inoculation site showed that the tumors could not be 
transferred to normal animals during the stages of anaplastic 
cellular change but could be transferred to normal animals 
during the stage of foreign tissue invasion. In contrast to the 
failure of transfer to normal animals during stages prior to 
foreign tissue invasion, it was found that at such stages the 
developing tumors could be successfully transplanted to animals 
bearing spontaneous growths. This finding suggested that 
special factors were present in the spontaneous hosts but absent 
in normal animals and the nature of the endocrine changes con- 
stantly found in tumor bearing animals indicated that one of 
these factors might be an abnormal secretion of estrone. It was 
subsequently found that dependent tumors survived and grew 
in estrogenized animals, whereas early death of the transplants 
occurred in normal animals. The anterior chamber has also 
been used for the heterologous transplantation of mouse tumors 
and it has been found that in this species tumors undergo the 
same biologic phases of dependence and autonomy observed in 
the development of rabbit cancer. It has also been possible to 
transplant human tumors to lower species using this route of 
inoculation. The author concluded that the rabbit cancers are 
not simply local tissue diseases but represent local manifestations 
of a generalized constitutional disorder and that in the rabbit 
the primary neoplastic focus is not a cancer. Before becoming 
a cancer it must undergo a process of progressive evolutionary 
development. Development to cancer will not take place in 
normal animals but is dependent on a special constitutional 
status which may be evoked experimentally by the administra- 
tion of estrogenic substances. 


New England Journal of Medicine, Boston 
231:477-508 (Oct. 5) 1944 


Application of Pulmonary Physiology to Therapeutic phe aa with 
Speciai Reference to Use of Oxygen. is at Drinker.—p. 

Tropical Diseases of Skin. H. Fox.—p. 

Goal of Eye Hygiene Program for School ‘Chitdven. J. J. Regan.—p. 486. 

Physiology. H. E. Hoff.—p. 491. 


231:509-542 (Oct. 12) 1944 
*Treatment of Meningococcic Meningitis with Penicillin. 
H. Harris, B. Samper and M. Finland.—p. 509. 
Are Doctors People? R. I. Lee.—p. 517. 
Cardiospasm as a Cause of Pneumonitis. W. Gray and I. R. Jankelson. 


M. Meads, 


522. 
Physiology (concluded). H. E. Hoff.—p. 526. 


Treatment of Meningococcic Meningitis with Penicil- 
lin.— Meads and his associates report 9 cases of meningococcic 
meningitis, including 5 with meningococcemia, that were treated 
with the calcium salt of penicillin intrathecally and intramus- 
cularly. All patients were started on both intramuscular and 


- intraspinal penicillin immediately after the diagnosis was made. 


Initial intraspinal doses consisted of 10,000 to 20,000 units in 
10 cc. of sterile isotonic solution of sodium chloride to replace 
a similar or larger volume of spinal fluid withdrawn. The 
number of intraspinal injections averaged about six, and the 
total amount of penicillin given intrathecally varied from 30,000 
to 150,000 units, averaging about 75,000 units. Doses of 15,000 
units were given intramuscularly every three hours in 7 cases 
and doses of 10,000 units every three hours in 2 cases. This 
therapy was continued until there were signs of clinical improve- 
ment. The duration of intramuscular therapy was two and a 
half to six and a half days. The total amount of penicillin given 
by this route ranged from 190,000 to 1,155,000 units, averaging 
almost 500,000 units. In 2 cases, because of poor clinical 
response and persistence of abnormal bacteriologic and spinal 
fluid chemical findings, penicillin was discontinued and sulfa- 
pyrazine was given, first parenterally and then orally in standard 
doses. In another case, because of persistent positive throat 
cultures after one week of penicillin therapy, a forty-eight hour 
course of sulfadiazine was given orally. The clinical and labora- 
tory findings in this series suggest that the sulfonamides are 


5 


124 


the drugs of choice rather than penicillin. If penicillin is used, 
careful observations should be made of the clinical course, the 
spinal fluid and nasopharyngeal flora and the spinal fluid chem- 
istry. The clinical response to penicillin is slower than that to 
the sulfonamides, and one may eventually have to resort to the 
sulfonamides for cure. Calcium penicillin seems to be quite 
effective against group I meningococcus bacteremia. Strains of 
group I meningococci vary greatly in their susceptibility to 
penicillin. Strains from 5 patients in the present series resem- 
bled the relatively resistant ones of Staphylococcus aureus and 
Streptococcus viridans. 


United States Naval Med. Bulletin, Washington, D. C. 


43:611-846 (Oct.) 1944 

Planned Convalescence. E. W. Lowman.—p. 611. 

Role of Psychiatrist in General Rehabilitation Program. F. J. Braceland. 
—p. 621. 

Program for the Rehabilitation of Psychiatric War Casualties: Role of 
Convalescent Hospital. J. B. Dynes, F. J. Hamilton and R. A. Cohen. 
8. 

Physical Therapy in After-Care of Amputations of Lower Extremity. 

S. Brunnstrom.—p. 
Scrub tas Report of " Epidemic in Southwest Pacific. J. B. Logue. 
—p. 645. 

*Meningococcic Infections. W. M. Whitaker.-—p. 650. 

Epidemic Diaphragmatic Pleurodynia: Outbreak. W. S. McDaniel. 
—p. 664. 

*Collapse of Intervertebral Disk ee Spinal Puncture: Report of 
2 Cases. F. H. Downing.—p. 

Fatigue-Stress Fractures: Location and Similarity to 
Malignant Lesions. J. Gershon-Cohen and R. E. Doran.—p. 674. 

Aerial Evacuation of Thoracic Wounded: Consideration of Effects of 


Altitude. A. Goldman.—p. 685. 

Anesthesia Aboard Hospital Ship in Combat Areas. L. K. Ferguson. 
—p. 697. 

Pathogenic Enteric Bacilli: I. Paracolon, Proteus and Pseudomonas 
Groups. Barnes.—p. 707. 


Cold Hemagglutinins in Infectious Mononucleosis. 
Jones and B. Owrutzky.—p. 717. 

Treatment of Marginal Paradentosis in Naval Personnel. J. L. Bradley 
and P. A. Ratcliff.—p. 720 
Modified Apicoectomy Technic: 

C. M. Moore.—p. 729. 
Low Incidence of Malingering Among Navy Draftees. 


C. L. Singarn, J. P. 


Indications and Application in Field. 
D. H. Harris. 


Yaws Survey on Nanumea Atoll: I. D. LeFevere Jr., D. F. McDermott 


and R. B. Venner.—p. 739. 

Meningococcic Infections.—Whitaker describes the clini- 
cal manifestations of meningococcic infections observed in a 
study of 116 cases at the U. S. Naval Hospital, Farragut, 
Idaho, during a thirteen month period. He divides infection 
resulting from the meningococcus into three phases: (1) the 
nasopharyngeal, (2) the septicemic or invasive, and (3) the 
meningeal. Failure to recognize the signs and symptoms of 
the second (septicemic or invasive) phase has been a major 
factor in delayed treatment and the consequent high mortality. 
Fever, chills, headache, characteristic rash and arthralgia, in the 
presence of an epidemic, are sufficient to warrant the diagnosis 
of a meningococcic infection and to require early treatment while 
awaiting laboratory confirmation. The mortality rate seems to 
parallel the intensity and severity of the skin lesions. Evidence 


of adrenal damage with vascular failure must be carefully - 


watched for, particularly in patients with extreme skin mani- 
festations of the purpura fulminans or intense petechial types. 
Prognosis in such cases, while always grave, is not hopeless if 
early intensive treatment is instituted. A total mortality rate of 
4.3 per cent occurred for all cases, treated or untreated, with a 
corrected rate of 1.72 per cent for cases treated for at least 
twenty-four hours. No evidence was obtained in this series of 
meningococcic infections to warrant further employment of anti- 
toxin. Early diagnosis with prompt institution of chemotherapy, 
preferably by the parenteral route, maintaining a high concen- 
tration of the drug in the blood and spina! fluid, leads to rapid 
control of the infection and ultimate complete recovery in over 
98 per cent of meningococcic infections. 

Collapse of Intervertebral Disk Following Spinal 
Puncture.—Downing reports 2 cases in which collapse of the 
intervertebral disk followed operations in which a spinal anes- 
thetic was employed. Both had the onset of back symptoms 
and disability shortly after operation, and in both subsequent 
x-ray studies showed partial collapse of the intervertebral disk 
between the third and fourth lumbar vertebrae. In the first 
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case the onset of early symptoms together with long delayed 
evidence of intervertebral disk collapse would indicate that the 
pain was due to extensive disk trauma rather than to the subse- 
quent escape of nuclear substance. The resultant collapse of 
the disk was purely a later degenerative reaction precipitated 
by the original trauma; it was also manifested by productive 
osteoarthritic changes. It is likewise possible that the further 
productive bone changes were the result of a protective reaction . 
from an altered mechanical condition producing abnormal stress 
and strain. This theory would also account for the chronicity 
of the symptoms and the failure to obtain relief by mechanical 
supportive treatment. In the second case the symptoms appeared 
later and not until the weight bearing had been reestablished. 
The collapse occurred in a period known to be not more than 
sixteen days. This is too short a period to be explained by 
degenerative changes and can be explained only by a rapid 
change in the intradisk pressure which would occur with an 
escape of nuclear material. As it was known in this case that 
three unsuccessful attempts were made to obtain spinal fluid at 
the third and fourth lumbar interspace, three or more punctures 
of the annulus fibrosus in this region were possible. They could 
have occurred in its weakest portion, lateral to the posterior 
longitudinal ligament, and the damage produced could have been 
sufficient to allow the gradual escape of hydrostatic nuclear sub- 
stance. The acutely flexed position of the spine when the punc- 
ture is made increases the danger of injury to the disk by 
increasing the intradisk pressure and directing the needle toward 
the intervertebral space. The needle should be angulated cepha- 
lad so that in case it is inserted too deeply it will strike the 
posterior surface of the superior vertebra. The need for the use 
of a sharp, fine caliber, short bevel needle and extremely careful 
technic is apparent. 


West Virginia Medical Journal, Charleston 


40: 309-340 (Oct.) 1944 
What is the Matter with Patient Who is Always Tired? W. C. Alvarez. 


—p. 
Skin — with Plain 0 Suture (Preliminary Report). 


A. P. Hudgins. 


Role a Exophthalincs in Diagnosis and Treatment of Graves’ Disease: 
Report of Cases. F. H. Adler.—p. 316. 


40:341-372 (Nov.) 1944 

of Mellitus by “Single Injection” Method. F. B. 
Medicine ‘ai he South Pacific. A. McMahon —p. 348 
Tropical Disease: Etiology and Epidemiology. E. M. Bingham.—p. 355. 

“Single Injection” Method in Diabetes Mellitus.—Peck 
states that at the Indianapolis City Hospital the principles of 
diabetic regulation have been altered. Instead of attempting to 
prescribe the individual’s diet to suit the action of standardized 
insulin preparations, the opposite course was adopted, that of 
adjusting the insulin preparation to fit the individual circum- 
stances. This is accomplished by prescribing three equal meals, 
no supplementary feedings, and the same laboratory criteria as 
previously required to establish control with insulin and pro- 
tamine zinc insulin when given in separate doses. In order to 
provide a base line for comparison of methods, each case is first 
controlled as well as possible with separate doses of insulin and 
protamine zinc insulin. When this has been accomplished, the 
total dosage is given before breakfast each morning in the form 
of a suitable admixture in a single dose. If postprandial levels 
rise unduly, a greater proportion of insulin is needed in the 
mixture; if daytime reactions occur, less insulin is prescribed. 
Just as is the case when giving protamine zinc insulin separately, 
the dose of this component is governed by the blood sugar level 
as determined before breakfast. Usually patients who require 
less than 40 units daily have done well with 3:2 mixtures 
(3 parts of insulin to 2 parts of protamine zinc insulin) ; for 
those who need between 40 and 50 units daily the 2:1 mixture 
is usually suitable, while the more severe cases needing in 
excess of 50 to 60 units each day have required 3:1 or even 
rarely 4: 1 combinations. Of more than 150 patients who have 
been observed under these conditions in the last two years, only 
3 have been changed back to the separate injection method. 
Diabetic control has been at least equal to that accomplished 
with multiple injections and usually superior to it. 
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Lancet, London 


2:459-490 (Oct. 7) 1944 
*Hazards #5 Hypertherm Treatment. J. Wallace and S. R. M. Bushby. 


—p?P. 
*Neurologic Complications of Serum and Vaccine Therapy. 


R. R. 
Hughes.—p. 464 
~ Clotted Hemothorax. R. W. Lush, J. C. Nicholson, C. R. Stevenson 
and W. F. Nicholson.—-p. 467. 
*Sonne Ws serving Treated with Sulfaguanidine. W. H. Osborn and 
Jones.—p. 470. 
Pt Bay Dysentery Carriers Treated with Succinylsulfathiazole. A. E. 
Brewer.—p. 471. 
Bone Marrow Infusions for Infants. G. Behr.—p. 472. 
Hazards of Hypertherm Treatment.— Wallace and 


Bushby investigated changes occurring in patients undergoing 
hypertherm treatment to ascertain whether chemotherapy 
increases the risks and to discover prophylactic or therapeutic 
means of eliminating or minimizing the danger inherent in the 
treatment. They report clinical observations on 254 cases under- 
going hypertherm treatment at 106.6 F. for eight hours. Of 
these, 37 were the subject of a detailed clinical, hematologic and 
biochemical investigation. The most constant and prominent 
features were the development of anoxia and of bilirubinemia 
progressing to definite clinical jaundice in 37 cases. Hippuric 
acid tests for liver function showed a considerable reduction in 
this function. Patients with jaundice should be treated as if 
they had hepatitis and should be kept warm in bed for at least 
three days or until the jaundice clears. Continuous oxygen and 
carbon dioxide therapy lessens, though it does not abolish, the 
anoxia. It appears to prevent circulatory collapse. Vomiting 
was less frequent after its introduction. Circulatory collapse 
is a failure of the vasomotor and respiratory centers and is not 
due to a reduction in the volume of the circulating blood or to 
myocardial failure. The use of morphine is contraindicated. 
Hypertherm treatment causes a transient polymorphonuclear 
leukocytosis and a transient hemodilution. There is a small 
transient rise in nonprotein nitrogen and a tendency for plasma 
chlorides and urinary chlorides to fall. The treatment has con- 
siderable dangers. The duration must be decided by the medi- 
cal officer observing each case, but the following are suggested 
as indications for terminating treatment iramediately: (1) fall 
of systolic blood pressure below 100 mm. of mercury, (2) dis- 
orientation, (3) pulse rate persistently over 160 per minute, 
(4) respiratory rate persistently over 50 per minute, (5) tem- 
perature of 107 F. for a quarter of an hour, (6) restlessness and 
violence, (7) coma, (8) pallor superimposed on cyanosis, (9) 
intolerance on the part of the patient, the restlessness of an 
intolerant patient adding greatly to the risks inherent in the 
treatment, (10) persistent vomiting. Catarrhal infection and 
nasal obstruction should be regarded as contraindications to 
treatment. The patient should be examined preparatory to the 
hypertherm treatment so as to exclude those with cardiovas- 
cular, respiratory, renal or hepatic disease. The treatment 
should be carefully explained beforehand to prepare the patient 
for his physical and mental ordeal. Oxygen and carbon dioxide 
should be given for at least an hour after treatment or until 
color improves. Premedication with 6 Gm. of sulfathiazole does 
not increase the hazards of hypertherm treatment. 
Neurologic Complications of Serum and Vaccine 
Therapy.—Hughes reports 3 cases of serum neuritis that were 
seen at military hospitals in England within a year. The first 
2 were of the radicular type. In the third case disseminated 
sclerosis was at first thought of, because the author was not 
aware that the neurologic lesion could result from vaccine injec- 
tion. On reconsideration, however, serum neuritis of the central 
type seemed a more likely explanation and in view of the time 
relationship more probably the result of tetanus toxoid rather 
than of T. A. B. vaccine. On investigating the records of all 
cases of peripheral neuritis admitted to the hospital during the 
past two years, 3 further cases of serum neuritis were dis- 
covered. Two of these were again of the radicular type. The 
other case showed wrist drop due to a right musculospinal palsy. 
This appeared ten days after an intravenous injection of T. A. B. 
vaccine. The similarity between the radicular, neuritic and poly- 
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neuritic forms of serum neuritis and the types of “virus” neuritis 
is striking and suggests that for the time being these two types 
of neuritis should be regarded as being of the same group. It 
seems possible that “serum” and “virus” neuritis will prove to 
have the same cause. 


Sonne Dysentery Treated with Sulfaguanidine.—Osborn 
and Jones review observations on 71 cases of dysentery which 
recently occurred in a naval officers’ training establishment 
accommodating about 250 people. On the first day of the out- 
break there were 9 cases, on the second day 14 more and on 
the third day 20; in the next two weeks there were 21 and 7 
respectively. The diarrhea stools, which contained mucus but 
no blood, were preceded by two to four hours’ fever and 
malaise. The diarrhea was severe in the early cases, and these 
required treatment in bed for two days. The symptoms never 
lasted more than two or three days, but varying intervals 
elapsed before negative stool cultures were obtained. The diag- 
nosis was made in all cases from stool cultures. Forty-seven 
of the patients were at first treated with small doses and later 
with larger doses. These required an average of seven to eight 
days to become free from infection. Another 16 treated from 
the onset with the larger doses became free from infection in 
an average of four days. The authors conclude that sulfa- 
guanidine is a satisfactory drug for treating Sonne dysentery 
but that it should be used in larger doses than are at present 
recommended, since smaller doses tend to encourage ambulant 
cases and possible carriers. 


Dysentery Carriers Treated with Succinyl 
—In an investigation carried out after an outbreak of Sonne 
dysentery in an army unit, Brewer found that in 16 of 32 
patients the causal organism was still recoverable from the 
stools one to three weeks after all symptoms had ceased and 
the patients were well again. This is a potential carrier rate 
of 50 per cent. Nine of the 16 patients had been treated with 
sulfaguanidine and the remaining 7 had no treatment other than 
rest in bed, restricted diet and bismuth and soda and salts. 
Times taken for clinical recovery in the two groups were the 
same and gave an average of three days, so that sulfaguanidine 
does not appear to influence the course of the disease. The 16 
patients in whom culture of fecal specimens on desoxycholate 
citrate agar yielded positive results after they were well again 
were given 44 Gm. of succinylsulfathiazole over five days. This 
treatment cleared all but 1 patient, who required two such 
courses. In vitro experiments showed that succinylsulfathiazole 
has a bacteriostatic effect on Bacterium sonnei directly propor- 
tional to the amount of drug present and inversely proportional 
to the number of bacilli present. Sulfaguanidine in vitro does 
not have this bacteriostatic effect. 
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Revista de la Asoc. Méd. Argentina, Buenos Aires 


§8:547-608 (July 30) 1944. Partial Index 
*Local Sulfonamide Therapy and Repair of Tissues. A. Fernandez 

Saralegui and A. A. Villanueva.—p. 563. 

Effects of Local Sulfonamides on Tissues.—Fernandez 
Saralegui and Villanueva observed that sulfonamides applied 
locally to chronic ulcers and wounds arrest healing, which can 
be stimulated if the sulfonamide is mixed with allantoin. The 
authors used a powder consisting of equal parts of sulfanilamide 
and sulfathiazole and an ointment which contained 2 per cent 
allantoin, 7 per cent sulfanilamide, 40 per cen‘ cod liver oil and 
a greaseless base in sufficient quantity to give the ointment the 
desired consistency. Sulfanilamide when applied locally to 
wounds and chronic ulcers has a selective inhibitory effect on 
the various types of bacteria. The effect of the drug depends 
on the time during which it is maintained in proper concentra- 
tion during its contact with the tissues. The concentration of 
the drug in the wound or ulcer depends on the type of sulfon- 
amide used, since the solubility of the drug varies with the 
various types of the drug. The bacteriostatic effect of sulfanil- 
amide is favorably modified by phagocytosis and by the elimina- 
tion of inhibitory substances from the wound or ulcer. The 
aHantoin and sulfonamide mixture (or ointment) stimulates 
phagocytosis, accelerates the elimination of substances which 
inhibit healing, prevents the harmful effect of sulfanilamide and 
stimulates cell proliferation and the formation of new tissue. 
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Book Notices 


Principles and Practice of Surgery. By W. Wayne Babcock, M.D., 
Acting Consultant, Philadelphia General Hospital. With the collaboration 


of Members of the Faculty of Temple University. Cloth. Price, $12. 
Pp. 1,331, with 1,149 illustrations. Philadelphia: Lea & Febiger, 
1944, 


As the author states in the preface, he made the attempt to 
cover in one volume not only common but also rare surgical 
conditions occurring throughout the world. This ambitious 
undertaking has been accomplished in an admirable manner by 
the author and his thirty-seven collaborators of the Faculty of 
Temple University. The second edition of the author's “Text- 
book of Surgery” has been remodeled by these thirty-seven 
architects in such a manner that the new, imposing, streamlined 
structure incorporates latest advances in surgery, including 
experiences gained in the present war. Shortcomings of this 
type of textbook, such as overlapping of subjects or contradic- 
tory opinions, have been avoided by the fact that the majority 
of co-authors work together at Temple University. It is amaz- 
ing how much valuable information has been squeezed into one 
volume. The style of the book is simple, it is easily readable, 
the text is compact and to the point, illustrations are numerous 
and adequate, the color plates are splendid. A cursory perusal 
reveated a few omissions. For instance, on page 36 the necessity 
of daily determinations of prothrombin time while using dicu- 
marol has not been mentioned. Pectin deserves a place among 
drugs used in the treatment of shock (p. 55). Mediastinal 
emphysema should be added to the list of indications for opera- 
tions in chest injuries (p. 69). Nylon and tantalum should be 
included in the list of suture materials. The description of a 
negative and double positive Trendelenburg test on page 494 
will raise in the minds of the students the question “What is a 
single positive Trendelenburg test?” Such minor omissions do 
not detract from the value of the book, which is so preeminent 
in the field that it can be most heartily recommended not only 
to students but to general surgeons as well. 


Bailey’s Text-Book of Histology. Revised by Philip E. Smith, Ph.D., 
Professor of Anatomy, College of Physicians and Surgeons, Columbia 
University, New York, and Wilfred M. Copenhaver, Ph.D., Associate 
Professor of Anatomy, College of Physicians and Surgeons, Columbia 
University. With the assistance of Aura E. Severinghaus, Ph.D., Asso- 
ciate Professor of Anatomy, College of Physicians and Surgeons, Columbia 
University, and Charles M. Goss, M.D., Professor of Anatomy, University 
of Alabama Medical School. Eleventh edition. Cloth. Price, $6. Pp. 
786, with 470 illustrations. Baltimore: William Wood & Company, 1944. 

Eleven editions and three reprintings are ample proof of the 
fact that this book fulfils the requirements of a good textbook. 
The descriptions are clear and accurate, and enough functional 
correlation is included to make the structures come to life for 
the student. Problems and controversial material are presented 
and discussed in a stimulating manner. The references to the 
literature at the end of each chapter are well selected. This 
edition has been improved by the introduction of many new and 
mostly original illustrations. Sections on the placenta and 
carotid and aortic bodies have been added. The chapter on the 
pineal body is rewritten and extended, and several minor changes 
in the text have brought the material up to date. On the whole 
the book has retained its previous character and will continue 
to serve as an excellent textbook for medical students. 


Tratado sobre las rickettsiasis y las fiebres exantematicas, ef tifus 
altiplanico. Por el Dr. Felix Veintemillas, director del Instituto NI. 
de bacteriologia y catedratico de la Facultad de medicina de La Paz. 
Publicado por el Ministerio de higiene y salubridad 
mendacién del segundo Congreso médico nacional. Paper. Pp. 479, with 
illustrations. La Paz: Escuela Tip. Salesiana, 1944. 

This is a book giving a complete picture of the diseases due 
to the rickettsias. It is divided into three chapters. The first 
treats of the rickettsias in general as to the nomenclature, origin, 
nature, morphology, staining, resistance, growth, mediums, sus- 
ceptible animals and the biologic characteristics of the organisms 
of the various diseases designated rickettsia. The rickettsias 
are classified with their arthropod vectors. The second chapter 
gives a lucid, comprehensive study of the clinical aspects of the 
fiebres exanthematicas, including an interesting history of each 
disease. The epidemiology, .histology, geographic distribution, 
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treatment, prophylaxis and immunization are reviewed in a com- 
plete manner. In the third chapter the author deals in detail 
with the extremely metamorphic study of his original observa- 
tions of “tifus altiplanica.” (The term “altiplanica” refers to a 
specific region of southwestern Bolivia encompassing the states 
of Potosi and Oruro having an elevation of 9,000 to 13,000 
feet.) The author first noted the disease as a student and diag- 
nosed it as typhoid, then as paratyphoid. Finally, following his 
experiences and study in Germany during the first world war he 
suspected that the disease was in truth epidemic typhus or a 
typhus-like disease. He returned to La Paz to prove that the 
disease of his medical school thesis was epidemic typhus. The 
clinical aspects of “tifus altiplanico” and the diagnosis, pathology 
and experimentation with the virus in vivo are reviewed in 
detail. Finally treatment and prophylaxis are detailed. 


Gynecology and Gynecologic Nursing. By Norman F. Miller, M.D., 
Professor of Obstetrics and Gynecology, University of Michigan Medical 
School, Ann Arbor, and Virginia Bryant, R.N. With a chapter on The 
Gynecology Operating Room by Molly Kowal, R.N., Operating Room 
Supervisor, University of Michigan Medical School. Cloth. Price, $2.75. 
Pp. 378, with 227 illustrations. Philadelphia & London: W. B. Saunders 
Company, 1944, 

This textbook for nurses is designed to provide a thorough 
background in gynecology for the undergraduate and graduate 
student. The material is assembled in a logical manner so that 
the nurse adds to her fund of information systematically. A 
complete description of the anatomy of the pelvic organs, their 
physiologic functions and the common perversions of these func- 
tions precedes a discussion of pathologic conditions. The major 
emphasis is placed on the nature and the course of the disease 
and little on therapy. A chapter on gynecologic nursing pro- 
cedures covers minutely the preparation and the armamentarium 
necessary for all gynecologic operations. The various steps of 
these operations are listed in detail. Although these descriptions 
refer to the nursing technic at the University of Michigan Hos- 
pital, they are fundamentally sound and represent well accepted 
procedures in use in most gynecologic services. Minor office 
and clinic problems are likewise described carefully and in great 
detail. The text is profusely illustrated by pen and ink draw- 
ings skilfully prepared to enhance the pedagogic value of the 
descriptive material. The artists deserve special commendation 
for their work. This gynecologic textbook is a distinct addition 
to nursing books in our special field. It follows the recent 
trend of sharing our teaching responsibility to nurses between 
the physician and the nurse. The senior author is a gynecolo- 
gist and a teacher of note. Physicians and medical students 
have profited and enjoyed his interesting, lucid lectures and 
writings for years. This nursing textbook has given him an 
opportunity to extend the scope of his teaching to nurses. 


Klinika malyarii. [By] Prof. E. M. Tareev. [Clinical Aspects of 
Malaria.}] Paper. Pp. 299, with 37 illustrations. Moskva: Narkomz- 
SSSR, Gosudarstvennoe izdatelstvo meditsinskoy literatury ‘‘Medgiz,” 
1943. 

The extensive monograph by Professor Tareev, chief of the 
clinical division of the Central Malaria Institute in Moscow, is 
devoted to a systematic discussion of the pathogenesis, symp- 
tomatology, diagnosis and course of malaria. Considerations of 
the parasite, the vector, the epidemiology and the epidemiologic 
methods of combating the disease are not included. The mono- 
graph is devoted exclusively to the discussion of the purely 
clinical questions, particularly those pertaining to the involve- 
ment of the various organs and the many complications of 
malaria. Correlation of the symptoms with the pathogenesis, 
immunity and the host parasite relationship is stressed. The 
author draws for illustrative cases on the extensive material of 
the Central Malarial Institute in Moscow. The various chapters 
deal with the general characteristics of the malarial infection, 
the basic triad spleen, liver and blood, the lesions of the various 
systems, special types of the malarial infection, diagnosis and 
prognosis, and the prophylaxis and treatment of the disease. 
Bibliographic references are limited to the more important recent 
contributions in the fields of parasitology, entomology and epi- 
demiology of malaria. The monograph makes interesting read- 
ing and will undoubtedly prove of great practical value in the 
combat waged by the Soviet Union against this important 
disease. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL “BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


SURGICAL REPAIR OF INGUINAL HERNIA 
To the Editor:—Has there been any recent advance in the surgical technic 
of repair of inguinal hernia? Wy |, Ardan, M.D., Niagara Falls, N. Y. 


ANSWER.—The principles of Bassini and Halsted are still 
sound. It is generally accepted that the basis of repair is high 
ligation of the hernial sac in indirect hernia and careful repair 
ef the transversalis fascia in a direct hernia. A number of 
surgeons have expressed a preference for nonabsorbable sutures, 

ak as silk or cotton. McVay and Anson (McVay, C. B., a 
pot ‘ A Fundamental Error in Current Methods of 
Inguinal Siscuiscsionten, Surg., Gynec. & Obst. 74:746 [March] 
1942) recommended that the inguinal layers be sutured to 
Cooper’s ligament and not to the inguinal ligament (Poupart’s 
ligament in old terminology). They point out that the inguinal 


ligament is neither the normal insertion of the inguinal layers - 


nor a suitable substitute for such an attachment; on the con- 
trary, the superior pubic or Cooper's ligament, ‘which is the 
normal insertion, is readily accessible, intrinsically strong and 
directly fixed to the bone. nae a and Swenson (Harkins, 
. M., and Swenson, S. A., Jr.: A Cooper’s Ligament Herni- 
otomy, S. Clin. North America 23: 1279 [Oct.] 1943) used this 
technic in the repair of 322 groin hernias, and they feel that 
their results justify the theoretical advantages of this procedure. 
The MacArthur, Gallie and LeMésurier use of living fascial 
strips ’, not new and cannot be classified as an advance. Bost 
(Bost, T. C.: A Further Improved Technique for the Cure of 
Inguinal ‘Hernia, North Carolina M. J, 3:109 [March] 1942) 
first traumatized the tissues to be sutured by cauterization and 
claims to have obtained in dogs a much firmer union of muscle 
to fascia suture. A follow-up of 381 operative cases clinically 
for a year or more revealed only 4 recurrences—a very low 
incidence indeed. A single report, however, cannot be regarded 
as definite solution of the problem of cure of inguinal hernia. 


SALPINGOSTOMY AND TUBAL 
To the Editor:—A woman aged 29, at 


IMPLANTATION 


present in 


Pregnant since that time but 
and hot flashes, accompanied by ae ge of the heart. On May 27, 
1944 an emergency appendectomy as performed, at which time were 

ed many adhesions in the f 4 a bilateral salpinx and a small 
the left ovary was adherent to the posterior 
aspect of the uterus. With some difficulty the tubes were removed, the 
cyst on the right ovary dissected out, the left ovary freed from its 
adhesions and the appendix removed. She made an uneventful post- 
and has done well except for an apparent need for 


whereb ece of wedge of 

uterus with the Salty ‘ete an egg cell might escape into the uterine 
ro resulting in pregnancy. It seems to me that the chance of 
rela is worth the surgical risk. Are there 
statist tive to the of such a procedure, and what is the 


David Hoehn, M.D., Palmer, Alaska. 


ANSWER.—In an article entitled “Evaluation of Salpingostomy 
and Tubal Implantation for the Treatment of Sterility” J. P. 
Greenhill (4m. J. Obst. & Gynec. 33:39 [Jan.] 1937) says, 
concerning ovarian implantation: 

“Some gynecologists who are opposed to tubal implantation 
remove the entire tube with the uterine corner and implant a 
portion of an ovary on the exposed portion of the uterus. A 
few gynecologists transplant the ovary into the uterine cavity. 

“Von Graff collected 66 cases in which a graft of ovarian 
tissue was placed on a uterine horn or on a tubal stump. He 
reported 14 pregnancies (21.2 per cent) following these opera- 
— However, since only 5 of these pregnancies went to term, 

only 7.6 per cent of the operations, or 1 in 13.2 operations, 
resulted in a full term baby. Among the remaining 9 gestations 
there were 6 abortions and 1 ectopic pregnancy. The outcome 
in 2 cases was unknown. In Von Graff's collected series of 
41 cases in which an ovary was transplanted into the uterine 
cavity, only 3 pregnancies (7.5 per cent) resulted, of which 1 
went to term (2.4 per cent) and the other 2 ended in abortion. 
Reiprich collected 200 ovarian transplants of all types and 
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reported only 5 pregnancies (2.5 per cent) following these opera- 
tions. Estes followed up 27 out of 88 patients on whom he 
had performed his ovarian transplantation operation and found 
that pregnancy had occurred in 4 of them (15 per cent). Ina 
later article Estes reported that in a series of 50 patients whose 
case records were complete only 4 became pregnant (8 per cent). 
Two of these women had abortions and 2 had full term babies. 

“Novak states (personal communication) that 4 pregnancies 
resulted after the six Estes operations he had performed. 
Because of economic conditions 3 of these women had induced 
abortions, but the fourth patient had a spontaneous abortion. 

“Some of the complications which I have described as hav- 
ing followed plastic operations on the tubes have also occurred 
after ovarian transplantation. Thus R. E. Watkins performed 
an ovarian transplantation and subsequently had to do another 
operation to remove the transplanted ovary, which had grown 
to be a cystic mass 9 cm. in diameter and which proved to be 
a chocolate cyst. Wier reported a death following an ovarian 
transplantation. This woman became pregnant following an 
Ovarian graft, but her uterus ruptured during labor. Autopsy 
revealed that the rupture had occurred at the site of the ovarian 
transplantation. 

“In a personal communication Mathieu described a case in 
which he removed a fallopian tube, made an opening in the 
cornu and sutured an ovary into the uterus at this point. The 
patient became pregnant. Fearing that a rupture of the uterus 
might take place, Mathieu performed a cesarean section and 
found the transplanted ovary in the same position but flattened 
out like a pancake and about 8 cm. in diameter. He was able 
to insert five fingers through this thin ovary into the uterine 
cavity. Hence his fears concerning a rupture of the uterus were 
well substantiated.” 

Unfortunately, since this patient does not have even part of 
one tube, no surgical operation other than ovarian implantation 
can be done, and this is not worth while in view of the condition 
of the patient’s pelvis. 


SALT TOLERANCE TESTS FOR PITUITARY DYSFUNCTION 

To the Editor:—Kindly send me the exact technic and the interpretation of 
the salt tolerance test for glandular dysfunction; in particular, pituitary 
dysfunction. M.D., New York. 


ANsweR.—Salt tolerance tests for pituitary dysfunction are 
difficult to interpret in precise terms. ntarow’s studies 
(Science 90:375 [Oct. 20] 1939) involved administration of 
10 Gm. of sodium ci:loride (in capsules) with the morning meal 
and again with the evening meal for a period of two days. The 
diet contained approximately 1.6 Gm. of sodium chloride and 
4.0 Gm. of potassium; intake of fluid was fixed at 20 cc. per 
kilogram of body weight daily. On the third day the bladder 
was emptied at 8 a. m. and urine was collected for the subse- 
quent period of four hours. During this time 5 cc. of fluid per 
kilogram of body weight was given before 1l-a. m. The con- 
centrations of chloride ion (not NaCl) in the four hour speci- 
mens of urine were, in 3 subjects with Cushing’s syndrome and 
1 with hirsutism, 0.193, 0.243, 0.357 and 0.179 per.cent chloride 
respectively and the volumes were 475, 450, 500 and 535 cc. In 
12 other subjects who had miscellaneous disorders, with no evi- 
dence of endocrine dysfunction, these concentrations of chloride 
ranged from 0.462 to 1.265 per cent (mean 0.642) and the urine 
volumes from 680 to 1,170 cc. The author suggested that “this 
test may prove to be of value in detecting states of hypercortico- 
adrenalism.” 

Goldzieher (Clinics 1:1069 [Feb.] 1943) described a some- 
what simpler procedure. Intake of food and water is kept con- 
stant for two days and, on the morning of the second day, 
10 Gm. of sodium chloride and 250 cc. of water are given in 
addition. Urine is collected for each of the twenty-four hour 
periods, and the quantity of sodium chloride in each specimen 
is estimated. This author stated that retention of part or all of 
the test dose of salt, along with water, frequently is observed 
in association with menstrual disorders, obesity and hirsutism 
and in subjects with signs of hypopituitarism such as low basal 
metabolic rate, low specific dynamic action of proteins, relative 
lymphocytosis, low fasting blood sugar and increased uric acid. 

Stephens (dm. J. M. Sc. 199:67 [Jan.] 1940) has applied the 
salt depletion test of Cutler, Power and Wilder (THe Journat, 
July 9, 1938, p. 117) for adrenal cortex insufficiency to subjects 
with hypopituitarism. In this procedure the subject is given 
for two days a diet containing about 1.5 Gm. of sodium chloride 
and 4.0 Gm. of potassium daily. On the first day water as 
desired is allowed and additional potassium in the form of 42 mg. 
of potassium citrate per pound of body weight is given in the 
afternoon. On the second day the dose of potassium citrate is 
repeated in the morning and intake of fluid is adjusted to 40 ce. 


27 
5 
n induced abortion. She has 
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per kilogram for the day. On the morning of the third day 
breakfast is omitted, the bladder is emptied at 8 a. m. and there- 
after all urine voided up to 12 noon is saved. In Addison’s 
disease the concentration of chloride in this four hour specimen 
was found to range from 382 to 593 mg. per hundred cubic 
centimeters (as NaCl), mean, 489, while Stephens found that in 
6 of 7 cases of clinical hypopituitarism ‘the concentration of 
chloride in the four hour specimen ranged from 427 to 690 mg. 
of sodium chloride per hundred cubic centimeters. In 4 of these 
6 patients symptoms suggesting those of addisonian crisis devel- 
oped. Further reference to the use of the salt depletion pro- 
cedure in the study of dL rpc conditions was made by 
Stephens (J. Clin. Endocrinol. 1:109 [Feb.] 1941) and a 
Wohl and Larson (M. Clin. North teteice 26:1657 [No 

1942). Neither the salt tolerance nor the salt depletion ‘test 
should be applied in the presence of frank renal disease. 


POSSIBLE TREATMENT RESISTANT SYPHILIS 
To the Editor:—A man aged 27 came into my office recently and gave me 
the following history: He developed a lesion on his penis on March 1, 1943, 
which was di as a primary lesion by dark field examination. He 
began taking treatments for syphilis at once. He took arsenic injections 
in the vein once a week for three months. At this time he developed a 
rash which was thought to be due to the injections. The injections were 
stopped and treatment was given by mouth for about two weeks. He was 
also given a bismuth compound intramuscularly once a week along with 
the oral medications. However, the rash persisted and was diagnosed as 
psoriasis. On or about June 1, 1943 he went to another doctor. He con- 
tinued treatment for another three months. He took an arsenic injection 
in the arm and a bismuth injection in the hip once a week. On Sept. 10, 
1943 he was referred to a specialist, who also diagnosed the case as 
syphilis. He took the same treatment as had been taking before for 
another three months. The rash, however, failed to clear up. in December 
1943 he was referred to another specialist. A biopsy of the skin lesions 
was taken and diagnosed as psoriasiform syphilis. The laboratory reports 
on biood tests continued to be positive, and so stronger treatment was 
advised. He then took three injections a week, two arsenic and one 
bismuth for a month and then two bismuth and one arsenic for six months. 
Throughout this period of treatment a Wassermann test was performed every 
three months and never once showed negative. He came to me after having 
discontinued treatment for two months. Three tests were performed, and 
all three were negative. A provocative Wassermann was run, and the report 
of this was negative. week later four Wassermann tests were done 
on consecutive days and all were positive. Would you consider this patient 
as Wassermann fast? Has he had adequate treatment or would further 
treatment be advised? Do you think 
this should be done? He has no symptoms of cerebrospinal syphilis and his 
reflexes are normal. M.D., Texas. 


ANSWER.—The history of this patient is so inadequate that 
it is difficult to draw any conclusions. It is quite possible that 
the patient had a psoriasiform resistant type of syphilis. How 
much treatment he has had, however, is difficult to make out 
from the description, and apparently the patient has never had 
a spinal fluid examination or a gerzral physical examination. 
A serologic test alone is not enough to allow definite conclu- 
sions. As a rule, when a patient is receiving treatment with 
arsenicals and bismuth compounds it is generally felt that he 
may be considered cured if he has been on continuous alternat- 
ing courses of treatment with arsenicals and bismuth for a period 
of one year after the serologic reaction has become negative and 
provided physical examination and fluoroscopic examination of 
the cardiovascular system and lumbar puncture are entirely 
negative. 


LARVA MIGRANS 
To the Editor:—What is the latest treatment for larva migrans (creeping 
eruption)? We sce many severe cases at this base and find the usual 
remedies, such as ethyl chloride sprays, to be only moderately tory. 
Are there any drugs that may be given by injection which will eradicate 
this condition? : Lieutenant (MC), U.S.N.R. 


Answer.—In a single case, an ones cure of creeping erup- 
tion was obtained by injections of sodium antimony biscatechol 
(fuadin). A 6.3 per cent solution was used, of which 2 cc. 
was injected intramuscularly once daily for five days. After 
a rest period of one week the series of injections was once 
repeated as given before (Smith, D. C.: Treatment of Creeping 
Eruption with Sodium Antimony Biscatechol (Fuadin) (THE 
Journal, Nov. 13, 1943, p. 694). Others reported the effects 
of injections of fuadin on creeping eruption as a failure to cure 
in 1 case (Blank, Henry, ibid., Dec. 11, 1943, p. 989), a 


a success- 
ful cure in a single case (Rubin, S. S., ibid., March 4, 1 
p. 668) and successful cures in 6 cases (Wilson, J. F.: J. Florida 


M. A. 30:425 [April] 1944). 

An application which one observer has found useful in allay- 
ing the pruritus attending the disease consists of boric acid 4.5 
parts, thymol 0.1, methyl salicylate 0.2, oil of peppermint 0.1, oil 
of camphor 2, oil of eucalyptus 2, kaolin 53.5 and glycerin 37.6. 
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CHRONIC NONCALCULOUS CHOLECYSTITIS 

To the Editor:—tn the therapy of chronic infectious diseases of the gallbladder 

has any one investigated the efficacy of the of desoxycholic acid 

(1% grain tablet) and the dehydrocholic acid (334 grain tablet) on the 

function of the gallbladder? In other words, will 334 grains or 71% grains 

of Retachol after one meal increase production of bile 144 per cent? How 

much fat will 1144 grains of desoxycholic acid emulsify? What would be 
rati therapy in hypofunctioning cholecystic disease? © 

Clifford W. Atherton, M.D., Peoria, Ill. 


ANSWER.—The question implies the existence of abdominal 
distress secondary to chronic noncalculous cholecystitis or hypo- 
function of the gallbladder. Both of these hypotheses are prob- 
ably incorrect. Cholelithiasis and acute cholecystitis are, of 
course, definite pathologic and clinical entities. Chronic chole- 
cystitis manifested on pathologic examination by round cell infil- 
tration of the gallbladder wall is often found in association with 
cholelithiasis. The symptoms attributed to such chronic chole- 
cystitis may be found in gallbladders showing the same signs 
of inflammation without stones but are also present frequently 
in cases in which the gallbladder is normal. In the noncalcu- 
lous gallbladder there is no correlation between the pathologic 
findings at operation and the symptoms, nor is relief of these 
symptoms consistently observed following cholecystectomy. 
Furthermore, the symptoms are usually relieved when treated 
without reference to the gallbladder. These observations sup- 
port the view that the symptoms are not due to local organic 
disease but are part of disturbed function not confined to the 
‘biliary tract but present in the alimentary tract as a whole. 

Treatment is satisfactorily accomplished by means of a non- 
irritating diet, antispasmodics, sedatives and supportive psycho- 
therapy. Bile salts are contraindicated because their laxative 
and irritating effect only aggravates the altered function of the 
alimentary tract already present. This concept of so-called 
gallbladder dyspepsia should not be confused with cholelithiasis 
producing biliary colic and treated only by cholecystectomy. 
The two conditions may be superimposed, but no definite evi- 
dence of their relation to*each other has been irrefutably 
established. 

Reference : 


Palmer, Walter L.: Functional Disturbances of the Alimentary Tract, 
M. Clin. North America 28: 418 (March) 1944. 


LOSS OF LIBIDO AFTER UNILATERAL ORCHIECTOMY 
To the Editor:—What is the possibility of loss of libido occurring in a young 
man fol irradiation for teratoma? What therapy 

M.D., New Hampshire. 


ANSWER.—Clinical experience shows that most men who have 
had a unilateral orchiectomy followed by irradiation for teratoma 
of the testis do not have loss of libido. However, sterility may 
occur and a temporary complete or partial loss of erections may 
develop. If there has been loss of libido without evidence of 
metastasis, a blood count should be made, and if anemia is 
present this might be the cause. There is no specific treatment 
for loss of libido. It is doubtful that male sex hormone should 
be used or would be of any benefit to such a patient. 


lowing orchiectomy 
could be instituted if loss of libido occurred? 


ABSORPTION OF YELLOW MERCURIC OXIDE 
MUCOUS MEMBRANES 
To the Editor:—What, if any, untoward effect could be expected from the 


FROM 


passages where, say, 3 drams 
used over a period of a year. To me this seems a small amount of 
mercury, but | have been asked this question. 


B. Wright Shelton, M.D., Miami, Okla. 


ANSWER.—There would not be the least untoward effect from 
the use of a 1 per cent yellow mercuric oxide on the mucous 
membrane of the nasal passages where 3 drams (11.5 Gm.) was 
used over a period of a year. There would be little or no 
absorption from that amount. 


HAIR DYES 
To the Editor:—\i have read in your column various comments 
dyes and have been interested especially in the advice against their 
use. | am aware that allergy is one of the objections, but | _ like 
to know whether there is any reason to believe that pr 
eventually destroy the hair. Would there be any difference pak 
dyeing the whole head and touching up ports of the hair? 


M.D., New York. 


ANSWER.—There is no evidence that prolonged use of dyes 
will eventually destroy hair. As far as destroying hair is con- 
cerned there should be no difference between dyeing the whole 
head and touching up part of the scalp. 
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